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DEDICATION 


To the Managers of the New York Institute 
for the Education of the Blind, whose gen- 
erosity has made this volume possible, — a 
group of laymen whose services to the excep- 
tional child are unheralded, although un- 
surpassed by any professional contribution. 


NEED FOR SERVICES TO 
EXCEPTIONAL CHILDREN 


SAMUEL MILLER BROWNELL 


COMMISSIONER OF EDUCATION 
DEPARTMENT OF HEALTH, EDUCATION AND WELFARE 


We all appreciate the necessity of having more and having better 
educational provisions for the children we call exceptional. We call them 
exceptional either because they have talents or handicaps sufficient in degree 
to make it important to provide opportunities, treatment, instruction, facilities, 
and/or programs different at least in part from those afforded to most children. 


To meet all of these specialized needs — for the blind, the partially seeing, 
the crippled, those with special health problems, the deaf, and hard-of-hearing, 
the speech handicapped, the socially maladjusted, the mentally retarded, and 
the gifted — there are today in the service of the Nation's schools, not more 
than twenty-five thousand who are designated as "special teachers." Roughly, 
this means an average of 180 exceptional children for every "special teacher" 
in this field in the United States. It means in fact that many, many children 
who need the services of a teacher with preparation to help them with their 
special problems get no such help. 


Many children with physical handicaps are in hospitals where no program 
of instruction is provided. Many others are confined to their homes without 
the opportunity for instruction from which they could profit and which they 
Will need. Some with vision, hearing, and speech problems are in classes 
which cannot give them the services they require. Many children with mental 
limitations, or special health problems could become able to care for them- 
selves and even to contribute to home or community well-being if the school 
program was such as to prepare them to be as useful adults as they were 
capable. 


Failure to serve both the handicapped and gifted results in an unnecessary 
loss of manpower and womanpower — a loss which this country can ill 
afford to have. 


"Excerpts from a speech delivered before the Working Conference on the study, 
"Qualification and Preparation of Teachers of Exceptional Children," at the Department 
of Health, Education, and Welfare, Room 5022 South, October 25, 1954. used by 
special permission of Dr. Samuel Miller Brownell, Commissi f ti 

Department of Health, Education, and Welfare. on ees. 
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PREFACE 


Services of an educational, psychological, social, vocational and spiritual 
nature have been planned and carried out for child and adult deviates since 
the beginning of civilized man’s social conscience. 


The beginnings of these services were often clouded with superstitions, 
idealogies, and philosophies conditioned by tribal customs, religious beliefs, 
economic circumstances, and political experience. Good or bad, these services 
were attempts to meet a problem ever current in organized society: What to 
do with the child or adult who, because of physical or mental deviation, 
cannot benefit from the available and accepted pattern of educational services. 


Although methods of census were not satisfactory centuries ago, and are 
still inadequate for our present servicing needs, we know that the incidence 
of this problem at any stage in human society has never been small. The 
magnitude of the problem has varied with the fow of history. Famine, 
disease, epidemics, intermittent and extended wars and great social movements 
such as the industrial revolution have in one way or another added to the 


number of exceptional children and adults whom we now classify as indi- 
viduals in need of special education. 


Churches, public and private agencies, legislative bodies, schools, and 
industry have in a measure responded to the challenge tọ provide services of 
varying nature for the exceptional child and adult. 


For the most part, the great advances in the development of a professional 
program for the area have been made by individuals and groups fired with 
a ‘categorical imperative’ to serve their fellow man. From their ranks have 
come the professional and lay leaders of special education in our century. 


Special Education for the Exceptional, Volumes I, II and II, have been pre- 
pared to inform a new generation of leadership, 
services now available to individuals 
or education. 


lay and professional, of 
needing special assistance, treatment. 


Each volume is a unit in itself. The first constitutes a general treatment 
of the entire field of special education and includes a detailed survey and 
summary of those problems and methods which are common to all phases of 
special education. There are chapters by authorities, comprehensive bibli- 
ographies, extensive lists of agencies, periodicals, and other reference materials. 


PREFACE 


In the second and third volumes, each area of special education is treated 
separately by professionals who are experts on the particular subject under 
consideration. Volume II is devoted to the physically handicapped and to 
special health problems; Volume III, to the neurologically impaired, the 
emotionally disturbed, the mentally retarded, the intellectually gifted, and to 
special areas, including the aged, the alcoholic, and the narcotic. 


While these three volumes do not pretend to cover all the technical subject 
matter of all areas currently included in special education for the exceptional, 
they do form a comprehensive introduction to the field. If the young college 
student desires to know what his culture has produced in services for the 
exceptional, he will find here a summary of these, as well as adequate source 
references for further study of each area. If the prospective teacher, social 
worker, educational administrator, interested parent or layman wishes a rapid 
survey of special education, he will here find a resumé of objectives and 
procedures for teaching the exceptional child, and a listing of the major 
current problems of the various areas for our time. 


The recent rapid growth of the profession of special education has pro- 
duced many pamphlets, brochures, manuals, doctoral theses, and technical 
articles which are of importance to the parent, student, teacher, and profes- 
sional. The editors have attempted to select for reference from this large 
collection those most suitable as supplementary reading. A goodly proportion 
of this material can still be procured from the sources indicated, and it is 
recommended that the serious student avail himself of the opportunity to 
enlarge his personal library. 


The editors have not considered it possible to separate the medical and 
educational approaches to special education problems. While the emphasis 
in these volumes is on the educational, there is no attempt to minimize the 
importance of medical service. Equally important to a ‘whole’ program are 
the services of social workers, rehabilitation personnel, therapists, and coun- 
sellors, — in short, the ‘team.’ 


The editors have also not always clearly delimited the areas of services for 
children or adults. This has been intentional. Most, if not all, of the areas 
of special education are concerned with both children and adults, and there- 
fore with the general field of adult rehabilitation. Many of the teaching 
methods, service programs, technical aids and prostheses can only be con- 
sidered in the light of servicing both areas. While these volumes do not 
pretend to cover the general field of rehabilitation, civilian or veteran, its 
close relationship is obvious. The editors are conscious that the chapters 
on the aged, the chronically ill, the narcotic, and the alcoholic in Volume III, 
deal almost wholly with adults. It is, however, their studied decision that 
special education must soon plan an effective program for these areas, and 
for this reason they have been included. 


The nature of such a work makes us beholden to hundreds of authors, 
associations, and institutions for the results of their research projects and 
successful programs, and for illustrative materials. Every effort has been made 
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to give credit for such contributions. Any failure on our part to give such 
recognition will be due solely to our shortcomings and we will appreciate 
having such omissions brought to our attention for correction in subsequent 
editions. 


Special mention should be made of the services of Dr. Hugh G. Rowell, 
experienced teacher, scientist, friend of children and leader of men. Dr. 
Rowell has through his long years of experience rendered the editors invalu 
able aid in the preparation of these volumes. 


The editors are indebted to the following authors, publishers, and organi 
zations for use of reprints and quotations in Volume I: Samuel Miller Brown- 
ell, Dr. Leonard Mayo, Dr. Romaine P. Mackie, Dr. Arthur J. Lesser, Dr. 
Eleanor P. Hunt, Dr. L. M. Dunn, Dr. William M. Cruickshank, Mr. Henrv 
M. Light, Mr. Isaac Jolles, Dr. Julius B. Richmond, Dr. J. Wayne Wright- 
stone, Dr. Helen M. Wallace, Verna S. Carlisle, The Association for the Aid 
of Crippled Children, The American Journal of Public Health, The U.S. 
Office of Education, The American School and University, The U.S. Depart- 
ment of Public Health, and The Department of Public Instruction of the State 
of Illinois. To the staff of the New York Institute for the Education of the 
Blind and to Mr. E. Nelson Hayes, and the staff of Porter Sargent, Publisher, 
the editors owe a debt of gratitude for their aid in the preparation of the 


manuscript. 
Opinions expressed by contributing authors are not necessarily the opinions 


of the editors. Nor do contributing authors necessarily subscribe to the 
opinions of other authors with whom their contributions appear. 


Merce E. FRAMPTON 


Erena D. Garr 
New York, N. Y., May, 1955 


CREED FOR EXCEPTIONAL CHILDREN 


LEONARD MAYO 


We Berve in the American promise of equality of opportunity, regard- 
less of nationality, cultural background, race, or religion. 


We Be teve that this promise extends to every child within the borders of 
cur country no matter what his gifts, his capacity, or his handicaps. 


We Be ieve that the nation as a whole, every state and county, every city, 
town, and hamlet, and every citizen has an obligation to help in bringing to 
fruition in this generation the ideal of a full and useful life for every excep- 
tional child in accordance with his capacity: the child who is handicapped 
by defects of speech, of sight, or of hearing, the child whose life may be 
adversely influenced by a crippling disease or condition, the child whose 
adjustment to society is made difficult by emotional or mental disorders, and 
the child who is endowed with special gifts of mind and spirit. 


We BELIEVE that to this end the home of the exceptional child, the schools, 
the churches, and the health and social agencies in his community must work 
together effectively in his behalf. 


We Berve that for the most exceptional children their parents and 
teachers are the master architects essential to the planning and building of 
their future. 


We BzriEvE, therefore, that every appropriate resource of the community 
must be mobilized, if need be, to aid in maintaining his family life at an 
adequate social and economic level, and in furnishing guidance and encour- 
agement to his parents. 


We Berve that the teachers of exceptional children must possess the 
personality, develop the understanding, and acquire the knowledge and skill 
through special preparation that will enable them to inspire and motivate, 
as well as teach the art of making a living and a life. 


We Berve that the cooperative efforts of parents and teachers must be 
encouraged, sustained, and supplemented: by teacher education institutions 
with curricula and programs based on the knowledges and skills needed in 


"This creed, presented to the Conference on the Qualification and Preparation of 
"Teachers of Exceptional Children, October, 1954, by Dr. Leonard Mayo, Director of the 
Association for the Aid of Crippled Children, New York City, is used by special per- 
mission of Dr. Leonard Mayo and the Association for the Aid of Crippled Children, 


New York City. 
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the education of exceptional children; by State departments that will develop 
challenging standards of program operation, and work with teachers in estab- 
lishing sound certification procedures; by local school systems that will recruit 
and employ teachers who are qualified by personality and special preparation; 
by health and welfare agencies that will provide diagnosis and evaluation, 
medical and psychiatric care, and social service. 


We Berve that research designed to increase present knowledge of per- 
sonality and the learning process, and studies aimed at the improvement of 
programs of special education are essential to further progress. 


We Betieve in the sensitive interpretation of the exceptional child and 
his needs by teachers and others in order that an attitude favorable to his 
acceptance and development may be engendered and sustained in the com- 
munity. 


AnovE Arr, We Betieve in the exceptional child himself; in his capacity 
for development so frequently retarded by the limits of present knowledge; 
in his right to a full life too often denied him through lack of imagination 
and ingenuity on the part of his elders; in his passion for freedom and inde- 
pendence that can be his only when those who guide and teach him have 
learned the lessons of humility, and in whom there resides an effective con- 
fluence of the trained mind and the warm heart. 


SECTION | 


CHAPTER I 


HISTORICAL BACKGROUND 


HISTORICAL BACKGROUND 


Special Education, both as a phrase and as a service program, has taken 
on new and expansive meaning during the past twenty-five years. : Our 
present decade has seen phenomenal development of medical, vocational, 
educational, psychological, recreational and socio-economic services, all claim- 
ing in one way or another to be part of the field of special education or 
related areas. The rapid growth of this new educational emphasis has 

n accomplished despite confusion, overlapping services, some pseudo- 
scientific programs and projects; lack of proper coordination, inaccurate 
classification of cases, and much literary license with definitions. : 

The term ‘Special Education’ today has no concise definition limiting its 
objectives and field of function, Perhaps it does not need such definitive 
treatment. It is always difficult with a new discipline to limit clearly its field 
of functions or define concisely its objectives. Special education is by its 
very nature a composite of many interrelated medical and non-medical serv- 
ices. These are offered to both children and adults who are to some extent 
handicapped by physical, mental, educational, economic or social factors 
which set them apart as individuals who need one or more of the wide variety 
of services of special education now available from federal, state, municipal 
and private agencies and individuals, Depending upon the nature of the 
handicap and the environment in which it is found, the need of such services 
may exist for a limited or extended period of time. 

Even at present it is often felt that e 
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persons were in one way or another handicapped.? Nor may the social role 
of the fool be forgotten, for it was a large and influential one in many 
instances. More often than not, these individuals were severely handicapped. 

From a misty past, from the attempts to overcome or go around handicaps, 
from the slow arrangement of the parts of the picture puzzle, from the efforts 
and devotion of interested persons, sometimes themselves handicapped, 
through all historic periods, and in spite of the strangest sort of opposition at 
times, have come the modern care and education of the exceptional — a 
fascinating evolution. 


Turee Distincr Historic PEniops 


The history of the care and treatment of the exceptional is greater than 
the aggregate of its separate areas and periods. It deals with the humanities 
of every age, for the exceptional have been problems of all periods of cultural 
development. Different societies have dealt with them differently. Social 
treatment as such apparently preceded educational procedures. 

Historically, references to services for the handicapped, or the exceptional, 
or special education for deviates extend back into the most ancient of 
cultures, 

There are three general periods of the work with the exceptional whether 
as a whole or by distinct areas, though in the latter case there may be indi- 
vidual variation in bracketing dates. These periods are approximately as 
follows: 

1. Primitive and Ancient Times, dating from about 1550 B.C. to about 
476 A.D. This period may be analyzed principally for its philosophy of social 
trea:ment of the exceptional as revealed through authentic records and 
accounts. 

2. The Middle Ages, approximately 500-600 A.D. to around 1500 A.D. 
The interest of outstanding personalities, if roused at all, assumed a more 
philanthropic aspect, notably in the case of the blind and deaf. 

For both these earlier periods, the record we have is confused and easily 
misinterpréted. "There has always been, and it is still increasing, a trend 
toward recognizing the handicapped as a horizontal Ctaking all groups 
together) as well as a vertical (by areas) problem. The exceptional were 
more likely to be viewed as a group, ie. horizontally, rather than with 
emphasis upon any divisional areas, although the areas were known, recog- 
nized, and sometimes specially considered. For these reasons the story of the 
exceptional before 1400 A.D. is best presented as a unit. i 

3. The Modern Period, after 1400-1500 A.D. In this period most of the 
be progress has been made in the care and education of the exceptional, 
puni € basic scientific investigations which pointed the way toward 

I ution of some of the more baffling problems. Modern special educa- 
tional procedures had their beginnings during this era. 


PRIMITIVE, ÂNCIENT, AND MEDIEVAL Times 


Probably from man’s earliest thinking moments the exceptional have been 
recognized as a group of individuals needing treatment. In prehistoric days, 
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and among animals, nature herself eliminated the handicapped and excep- 
tional by the process of the survival of the fittest. As they were incapable 
of combating nature and equally unable to detect and adequately combat 
enemies, death came upon them rapidly. 

As tribes developed from small hunting groups, a formal process of elimin- 
ation was favored. The handicapped, owing to their inability to assume 
responsibility even for their own persons, slowed the movements of the 
roving tribe. They neither joined the hunt nor contributed to the meager 
production of food supplies. Thus they constituted an actual economic hazard 
to the entire group. Their lives were constantly in danger from wild beasts 
and human foes. In attack they were helpless and depended upon the pro- 
tection of their tribesmen. If they were deserted by the fleeing tribe, they 
were easily captured by the enemy and often became the victims of cere- 
monies, rites, and practices more cruel than death at the hands of their 
own associates. In some primitive tribes, similar treatment is even today 
accorded the aged, for similar reasons. 

Such a protective and possibly merciful practice continued with the ancient 
Greeks and Romans, though possibly it has not been accurately chronicled. 
Since the family was the social unit in these civilizations, the head of the 
family determined the fate of any exceptional child. The decision was based, 
in all probability, upon the degree and type of impairment, with emphasis 
upon the social and economic prognosis. It is quite possible that society, 
even at that time, was not equipped for any form of treatment. The practice, 
at any rate, was selective and gradually came into disuse when these nations 
turned from strictly warlike pursuits to become the centers of the culture 
of their times. There is no conclusive historical evidence that abandonment 
or destruction of the unfit was a universal practise in the ancient world. It 
is claimed that handicapped individuals were thrown into rivers, or left in the 
mountains to perish or to be destroyed by wild beasts. It is usually reported 
that imperfect children were exposed in Sparta under Lycurgus, and that 
the Athenians put deaf children to death and the Spartans consigned them 
to the great pit in Taygetus. In Athens, exposure supposedly occurred under 
Solon and Plato. Aristotle is claimed by some to have approved. The laws 
of Lycurgus permitted abandonment of idiots. In Sparta, a socially handi- 
capped individual was not allowed to exist because he imperiled the lives of 
the group. 

Nevertheless, many of these reputed practices do not tally with the proper 
ages of children for expected discovery of certain physical defects. It is 
hardly possible scientifically, even today, to determine whether a child at 
birth or in early infancy possesses or does not possess hearing. Mental handi- 
caps, likewise, are often discovered late. On the other hand, blindness and 
crippling are obvious very early in life. Conceivably, early destruction may 
have been practiced in some cases by some societies. But it is not known that 
the Spartans or other Greeks destroyed children two or three years of age. 

In summary, discovery of a defect or variation had to precede the elimina- 
tion of the individual. Abandonment and similar practices had to be con- 
fined to infants whose defects could be found or the age for such destruction 
extended into young childhood. Again, in certain instances, it is known that 
various limitations were placed upon different types of the exceptional — the 
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mentally handicapped, for example, being given no social rights. If destroyed, 
what need could there be for controlling practices? ; "mu 

Early Desire for Remedial Measures. That the practice of elimination 
was not satisfying, even though selective, is evident at a very early stage in 
the growing social conscience. There developed attempts at treatment by 
ceremony, by social practice, and by other means. Treatment implied the 
employment of experts, and curious experts and methods they were. 

Logically, as various remedial groups appeared in society, attempts were 
made to treat the various types of the exceptional. This was true, whether 
the healers were medicine men, priests, or Asclepiads (those famous physician- 
priests of Epidaurus, third century B.C.). Quite probably some of the 
sadistic practices of the Middle Ages were actually offshoots of some un- 
chronicled theories of treatment. Instead of medical diagnosis, there came 
classifications as demon-possessed, accursed of the gods, or even protected by 
the gods. Superstitions arose around these explanations of the phenomena of 
deviation. Some have persisted over long periods. The witch hunts of Salem 
may have found their origin in this remote past. Touching a cripple's hump 
to insure good luck may be but a survival of medieval superstition. The 
explanation of such practices may no longer be known, but the sources are 
old indeed. 

Judging from ancient and primitive idols, the bizarre were worshiped 
most of all, possibly on the basis of fear and propitiation. The exceptional, 
if of high degree, were sufficiently bizarre to meet this standard. If of less 
degree, they were perhaps accepted as reasonably normal members of society. 

Both medicine and education of today are heritages from the religious, — 
from the primitive medicine man; the priest in Egypt, whose many skillful 
arts and sciences for the most part have been lost; the Babylonian groups; 
and the monk of the Middle Ages, caring for body and mind as one more 
means of saving the soul. The barber-surgeon and the physician-philosopher 
are a comparatively late development. The handicapped, from very early 
times, were obviously the wards of the religious. Yet neither the disciples of 
Aesculapius nor the followers of Christ, even in combination, came anywhere 
near solving their problems. 

Treatment of the exceptional as a group or by areas might or might not 
follow or influence the culture of any world period. For example, the Chinese 
principle of family loyalty was extended to the more unfortunate members of 
the family. Parents must protect their children, and children obey their 
parents, even at the expense of larger social loyalties. “Everyone calls his 
son his son," said Confucius, "whether he has talents or has not talents." 
In other words, shortcomings should be viewed charitably and judgment with- 
held until the youth grew up. The same philosophy applied to all the 
exceptional. 

The Hebraic Law. The Hebraic laws concerning the unfortunate and 
dependent represent the high-water mark of prophetic thought and teaching. 
It is true that Hebrew law is unmethodical and unclassified, and reflects in- 
consistencies of thought and practice. Nevertheless, it is in marked contrast 
with some of the harsh and pitiless practices of antiquity. The law recognizes 
the unfortunate, the handicapped, the needy, and the dependent. It admon- 
ishes the people to aid these helpless classes. Widows and orphans, the 
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blind, the deaf, and the needy are to have special consideration. (Exodus 
XII, 21-24; Duteronomy XXIV, 17, 18 and XXVII, 18; Leviticus XIX, 9, 10, 
14 and XXIII, 22.) 

The Talmud and Midrash mention four categories, — deafness, dumb- 
ness, blindness, and lameness, — blindness being regarded as the most severe. 
Certain definite social limitations placed upon the exceptional related to the 
laws of ceremonial uncleanness which excluded defective persons from sacred 
places. Jesus was condemned for healing a lame man in the synagogue on 
the Sabbath. Such infirmities were considered as possibly outcomes of sin, 
though the Talmud and Midrash enjoined compassion and benevolence. 

The Code of Hammurabi. Occasionally, inspired social remedies are re- 
vealed; e.g., the modern practices of vocational guidance and workman's 
compensation laws are of ancient origin. That vocational guidance existed 
early is shown from the Egyptians' use of the blind as professional mourners. 

The principle of compensation for injuries dates back to the Code of Ham- 
murabi. The Babylonian attitude toward the exceptional can, with some 
difficulty, be inferred through indirect references to the unfortunate in the 
Code of Hammurabi. The responsibility rested upon an involved family 
loyalty system in a civil code which was harsh and severe. The ‘lex talionis' 
which prevailed throughout, recognized class distinctions but demanded that 
injuries be requited in kind. Thus — 

If a man destroy the eye of another man (a patrician), 
they shall destroy his eye. 
If he shall destroy the eye of a workingman or break a 
bone of a workingman, he shall pay one miva of silver. 
If a slave deny his master, he shall cut off his ear. 

The basis of this code came from the quasi-scientific practice of medicine 
in Babylonia, where physicians were severely punished for bungling an 
operation. “If a physician operate on the eye socket of a man with his 
bronze lancet and destroy the man's eye, they shall cut off the physician's 
hand." The same principles were applied to other forms of medical treatment. 

The Christian Era. With the coming of Christ came also compassion and 
care for the poor, the lame, the blind, the demon-possessed, and the mentally 
afflicted, — in fact, for all our known deviates. No attempt, however, was 
made to educate them, nor is it clear how far the teachings of Christ were 
actually practiced toward the exceptional in His day. Certainly He was 
criticized for aiding them on the Sabbath. 

The Middle Ages. In the early Middle Ages, there arose a curious con- 
trast between the treatment of the exceptional by the religious orders, and by 
the nobility. To the religious orders they undoubtedly represented souls to be 
saved through a certain amount of extra effort. The nobles, on the other hand, 
used the exceptional, as had certain nations previously, for the purpose of 
amusement. Imbeciles, though not having the shrewdness to create jokes, con- 
tinued to be. the butts of them. But there also arose Merry Andrews and 
Grimaldes, — sometimes rachitic dwarfs, sometimes true dwarfs and cripples, 
— of great cleverness and influence. These might have, in addition to their 
wit, a certain bizarre appearance amusing to their owners. Some have been 
immortalized through literature, especially drama and song. Even today 
certain types of dwarfs are considered good raw material for circus clowns. 
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HISTORICAL BACKGROUND 


The keynote of the Middle Ages was cruelty and confusion. There is no 
reason to believe that the cause of the exceptional was much advanced during 
this period. 
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With the advent of the modern era, innumerable important figures ap- 
peared in the pageant of the exceptional. The keynote of the succeeding 
work has been the development of both the horizontal and the more interna- 
tional point of view. Modern science and the invention of means of faster 
communication have made this possible. The compassion of Christ has been 
united with the latest discoveries of science for service to the exceptional. 

The gradual stepping into the lead by the United States has characterized 
the last century. The greatest developments have been in perfection of 
organization rather than in improvements of. methods or the development of 
a truly scientific approach to the solution of the problems of the exceptional. 

Religious literature CTalmud, Midrash, Vishnu), legal codes CJustinian), 
public service programs, all give clear evidence of mankind's interest in the 
welfare of those who because of marked physical or sensory deviation from 
a standard in any period of a given civilization, need special services.i-!^ 
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THE CLINICAL APPROACH IN SPECIAL 
EDUCATION BY DARREL J. MASE 


WHAT IS SPECIAL EDUCATION? 


The obviously handicapped — the blind, the deaf, the mentally deficient — 
Were the first to be recognized as needing services, and the term ‘Physically 
Handicapped’ or ‘Handicapped’ soon became associated with such deviates 
and used loosely to describe them. The terms ‘Exceptional Children and 
Adults’ and ‘Special Education’ are of relatively recent origin in their present 
usage, while the consciousness of a special profession is an even later develop- 
ment in the terminology of educational circles, Some recent research indicates 
that the use of the term ‘Special Education’ in the United States probably 
dates not earlier than 1884. 


Joseph C. Gordon remarked in his Presidential Address to the National 
Educational Association in 1898 that: 


The time is too short to go into the history of the organization of this department. I 
will say, merely to put the matter on record, that the initiative came from the National 
Educational Association, at a meeting in Madison, Wis., in 1884. The matter was taken 
up there joining hands with the educators of the deaf; and immediately after the meeting 


I will only say that we who are engaged in these special lines have also been urgently 
invited to join our forces with the body of associated charities. 


At the same meeting of the N.E.A., Dr, Alexander G. Bell pointed out 
special treatment for the deviate in his Closing Address: 
Now, all that I have said in relation to the deaf uld 
blind and to the feeble-minded. W, SEE See te 


: e have in the public-school system a ] body of 
ordinary children in the same community. We have there children Pope. ped 
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sufficiently well to profit by instruction in the public schools, and we have children who 
cannot see sufficiently well to profit by instruction in the public schools, and we have 
children who are undoubtedly backward in their mental development. Why should not 
these children form an annex to the public-school system, receiving special instruction 
from special teachers, who shall be able to give instruction to little children who are 
either deaf, blind, or mentally deficient wihout sending them away from their homes or 
from the ordinary companions with whom they are associated?? 


In 1902 Dr. Bell further developed the subject and referred to the action of 
the Board of Directors of the N.E.A. in his President's Address at their 
meeting held July 8-12, 1901, at Detroit, Michigan, when a "Department of 
Special Education' was established: 


At a meeting of the Board of Directors of the Association yesterday, the request for the 
change of the name of the department was presented, and it gives me pleasure to 
announce that the request was granted by unanimous vote. So we are now and will here- 
after be known as the Department of Special Education.3 


In 1902, at its forty-first annual meeting, the N.E.A. adopted a definite 
program for the ‘Department of Special Education’: 


A number of names were proposed for the department, but none seemed to satisfy. 
Finally, at the Detroit meeting last summer a committee was appointed consisting of the 
executive officers of the department, to reorganize the department and to make effort 
to have its name changed. This Committee acted and it adopted the following platform: 

1. The name of the department shall be: ‘Department of Special Education—Relating 
to Children Demanding Special Means of Instruction.’4 


It would seem from these references that special education in its broader 
meaning had its auspicious beginnings in 1901-02, giving the educational 
field in the United States® a virile new professional offspring fifty-three years 
of age in 1954. The rapid growth of this new discipline toward the status of 
a full-fledged, acceptable member among the older established disciplines of 
learning has been dynamic and substantial. Our sister sciences may look ask- 
ance at some of our early productions, and cast a critical eye on some of our 
current efforts to come of age; but special education can look with just pride 
on its accomplishments and hope our distinguished colleagues will remember 
that theirs were once fledgling disciplines. The next half century will find 
the profession of special education as accepted and definitive as our older 


disciplines. 


What do we mean when we use the term ‘Special Education’? Who are 
these individuals the profession of special education attempts to serve? Ap- 
proximately how many individuals in the United States need special educa- 
tion services according to latest available census figures or formulae? An 
answer, if one is possible and desirable, is to define the field of service in 
which special education is engaged. 

There are some proféssionals who believe it is useless to engage in what 
they call "fruitless search in semantics." These leaders feel strongly that to 
attempt to define and delimit too closely merely means "an effort to find the 
most pleasing connotation"; that our main effort should be expended on 
"changing parental and community attitudes toward the exceptional"; that 
when these broad problems have been solved "our problem of phraseology" 


will also have been solved. 
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There are others who feel our field needs a definitive statement of each 
of the areas of special education, clearly indicating the scope, objectives, 
methodology, and specific programs designed to serve the exceptional child. 
This group of professionals realize the difficulty inherent in applying more 
scientific measuring rods to a new and complex field such as special education, 
but they are also aware of the confusion, lack of scientific methods, over- 
lapping, and gross misunderstanding which this ‘tyranny of words’ has caused 
when released upon the public and in the profession with such profusion and 
such intensity. 

The rapid growth of our means of propaganda through press, radio and tele- 
vision has made hereto professional language more commonplace among the 
American public. This is a welcome development in the education of the 
public. It also places an obligation upon the educator to be certain his pupil, 
public or patient, not only gets the right pill, but that he knows what the pill 
contains as well as how to administer the medicine and what the remedy is 
expected to prevent or cure. It is, therefore, imperative that we crystallize 
our thinking concerning the field of special education. It would be well for 
the reader to review some of the attempts to define the field of special educa- 
tion, or the education of the exceptional. 

We give here six basic definitions, as well as references to others which are 
of particular interest and import. 


SIX DEFINITIONS 


National Society for the Study of Education (1950): 


In every school system there are pupils who, because they deviate 
markedly from the so-called “normal” child, require special skills 
and services on the part of teachers and other school personnel. 
These children cannot adjust to the school program without such 
special services. Some of them are physically handicapped — 
blind, deaf, epileptic, or crippled. Some differ mentally to a sig- 
nificant degree, being either seriously retarded in intellectual 
development or exceptionally gifted. Some are emotionally dis- 
turbed or are unable to make a Proper social adjustment in school 
and community; among these are children with serious behavior 
problems which may result in a disturbed personality or in 
delingency. 

All these are called “exceptional children,” the term being used to 


can some- 


al class or 
school; but, in many cases, they may be provided for individual 


pupils in a regular class. Whatever the type of exceptional condi- 
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tion and wherever the child may be, the important matter is that 
the child's needs be identified and satisfactorily met. 
Exceptional children do not profit sufficiently from the group edu- 
cation techniques used in most of our schools for teaching children 
of average ability. Society has not constructed enough classrooms, 
has not kept classes small enough, and has not provided enough 
highly qualified teachers. For this reason, it is necessary to fur- 
nish special services for exceptional children, either in the regular 
classroom or in special schools and classes, if we expect them to 
grow according to their potentialities. 

A child with seriously defective vision requires different tech- 
niques of instruction than the child who has normal vision. So, 
also, a child with a marked hearing loss requires additional serv- 
ices and special instruction. The crippled child requires special 
facilities for his physical care and must have appropriate adjust- 
ments of his daily schedule if he is to make satisfactory progress. 
Even when all of these are provided, exceptional children in the 
same class with normal children and with the same teacher, all 
trying to learn under the same methods of instruction, do not have 
equality of opportunity with others. Educational equality demands 
the consideration of individual differences and needs and the pro- 
vision of special services to meet those needs.* 


Department of Health, Education and Welfare (1952-53): 


One of the most vital and significant developments in American 
education is the extension of instructional services to exceptional 
children. The term “exceptional children” is applied to those 
pupils who need special adjustive services because of their physi- 
cal, intellectual, or personal-social differences from other children. 
Included in this broad category are the unusually bright or gifted 
children; the mentally retarded; the crippled (including the cere- 
bral-palsied); those with special health problems, such as cardiac 
involvements, epilepsy, and other debilitating conditions; the blind 
and partially seeing; the deaf and the hard-of-hearing; those with 
speech defects; and the socially and emotionally maladjusted. 
The special adjustive school services for exceptional children are 
usually referred to as “special education.” Special education in- 
cludes several types of services, depending upon the needs of the 
children and the policies of the administrative staffs of the schools. 
In general, however, the most commonly found organizational 
patterns are as follows: 

1. Special schools and classes for long-time placement. — This 
type of program is designed for the child whose differences repre- 
sent a permanent disability or exceptionality and who needs an 
especially adapted curriculum. Ordinarily the child spends all, 
or most, of his time in the special class, although at the upper 
age levels many schools assign special class children to some experi- 
ences in the regular school program. These assignments are 
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usually in areas of learning in which the exceptional pupil may 
benefit from such instruction and in which his differences will not 
cause him to be a misfit. : 

The special-class approach for children in need of a long-time 
program has been employed to the greatest extent in providing for 
children with intellectual differences. The mentally retarded 
child's differences become greater as hé grows older, and it is 
usually considered necessary to plan an adjusted curriculum that 
will extend to or beyond the school-leaving age. However, some 
schools have also provided for intellectually gifted children, as 
well as for socially and emotionally maladjusted pupils, through 
part- or full-year special classes extending over a long period of 
ears. 

For the child who is physically handicapped by severe crippling 
or debilitating conditions, long-time placement in special facilities 
may also be employed. This is ordinarily due to the ease of pro- 
viding physical adjustment in a special school rather than because 
of the pupil's intellectual disability. Many of the traditional facil- 
ities for crippled children — as well as for the deaf, the blind, and 
those handicapped by other severe physical disabilities — involve 
special elementary schools and, sometimes, special schools which 
include the high-school grades. Nevertheless, more recently estab- 
lished programs for many of these children involve short-time 
assignments to special classes, and eventual absorption of the 
handicapped into regular elementary and secondary school classes. 
2. Special classes for short-time placement. — It is probable that 
recent years have brought considerable emphasis to the provision 
of temporary adjustive facilities for many handicapped children 
whose intellectual differences are not a major consideration. If 
the educational services are provided at the nursery school and 
kindergarten levels, most severely crippled and otherwise physi- 
cally disabled children may develop improved coordinations and 
better speech habits, and learn to live with their handicaps to the 
extent that they may be absorbed in the regular schools and classes 
at a relatively early age. For the deaf or blind child the period of 
special class placemeht may need to be longer, since children who 
are deaf or blind must learn special techniques of communication. 
Nevertheless, it has been demonstrated that both normally intelli- 
gent deaf and blind children may achieve well in the regular 
school classes after they have mastered communicative skills, 
especially if they are provided periodic guidance and assistance by 
a specialist in their area of disability. E 
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of hearing aids; and the partially sighted, who may meet with a 
specialist for supplementary instruction or guidance. For partially 
sighted children considerable differences exist in the types of serv- 
ices provided by various schools. Some schools continue to pro- 
vide full- or part-time special classes; others provide supplementary 
assistance by a specialist who may work with children at intervals 
according to their needs; and in other schools the specialist is con- 
sidered primarily as a counselor to classroom teachers. 

4. Home or hospital instruction. — A large number of schools 
have extended their instructional programs beyond the confines 
of school buildings and into the homes and hospitals where many 
severely disabled children are found. These programs may in- 
volve daily group instruction in hospitals and convalescent homes, 
itinerant bedside instruction, and the use of electronic devices in 
homes. The children served are those who are temporarily or 
permanently incapacitated to the extent that they cannot be 
served in regular schools or special classes, even when transporta- 
tion is provided, or for whom no special adjustive services are 
available in nearby schools. 

5. Residential school programs. — Many handicapped children 
can only be served by residential school programs. Because of the 
absence of local facilities, òf individual problems of social adapta- 
bility, or of severity of handicaps, institutional and residential 
schools are maintained for thousands of mentally deficient, blind, 
deaf, and socially maladjusted children. While many of these 
institutions and schools come under the administration of welfare 
and mental hygiene commissions rather than departments of 
education, they constitute an important field of special education. 
Their functions are primarily educational and rehabilitative.’ 


Harry J. Baker (1953): 


There is no single term which appropriately describes all the types 
of children to be discussed in this book. The term “exceptional” 
is probably the most suitable of several which might be selected. 
But even this term immediately gives the impression of something 
very unusual, outstanding, extraordinary, or rare, according to 
dictionary definitions. On the contrary it is the purpose to relate 
the education of exceptional children to normal, average children 
in logical and meaningful ways. One of the greatest obstacles to a 
better and more complete program of education for exceptional 
children arises from the widespread misconception that they 
are a class, separate and distinct from normal children. As a matter 
of fact some exceptional children are characterized by handicaps 
so minor that they continue to be taught mainly in regular grades. 
The types of exceptional children embrace a much wider group 
of children than has usually been included by most authors and for 
two reasons: (1) to bridge a gap between the normal, average 
child and the extremely handicapped or exceptional, and (2) 
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to interpret the needs of the mildly handicapped who are often 
more neglected and misunderstood than are those with severe 
deviations. n 
‘Exceptional’ is a more inclusive term than ‘handicapped, since it 
embraces children at both extremes of various scales. This use 
is particularly true in the case of mental variations in which the 
mentally gifted are included. There should be a greater emphasis 
and development of the exceptional in the direction of talents of 
all kinds in addition to those disclosed by mental tests. The com- 
mittee of the National Society for the Study of Education dealing 
with the education of exceptional children proposed the following 
definition: "Those who deviate from what is supposed to be average 
in physical, mental, emotional, or social characteristics to such an 
extent that they require special educational services in order to 
develop to their maximum capacity.’ 


National Foundation for Infantile Paralysis and National Society for Crippled 
Children and Adults (1952): 


Public education is for all children who are capable of profiting by 
instruction. The American public schools recognize that no two 
children are alike and that programs must be adjusted to meet in- 
dividual differences and needs. Special education is the direct 
outgrowth of the emphasis on the individual differences of chil- 
dren. The present trend in education shifts away from the teach- 
ing of subjects, and toward teaching of children with considera- 
tion for all of their special abilities, or disabilities, in an environ- 
ment created to meet their needs. Between four and five million 
children of elementary and secondary school age are in need of 
specialized programs because of physical, mental and emotional 
and social handicaps. These children who deviate from the hypo- 
thetical so-called ‘normal’ child are called exceptional children. 
These children must have special educational services if they are 
to develop to their fullest capacities. These special services may 
consist of a complete program in a special school, a special class 
within a regular school, a specially trained individual for needed 
educational services, special consideration for the child within the 
regular class or various other provisions adapted to the child’s 
needs and capacities. Special education is planned to make use of 
highly specialized methods in order to provide all exceptional 
children with the specific type of educational service they need. 

Children needing these services are the deaf, the hard of hearing, 
the blind, the partially seeing and the speech defective. They are 
crippled children with cerebral palsy, poliomyelitis, congenital de- 
formities and other orthopedic handicaps. They are children with 
cardiac difficulties who are often referred to as those with ‘crippled’ 
hearts. Still other exceptional children are those with physical 
disorders such as epilepsy, tuberculosis, diabetes, and endocrine 
disorders. They are those children who cannot follow the regular 
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school program because of intellectual retardation but who can 
profit by a restricted and adjusted program. They are those chil- 
dren with extremely high intellectual capacity who need a special- 
ized program or an adjusted curriculum if their potentials are to be 
utilized. They are children with emotional and/or social mal- 
adjustments, including those with serious behavior disorders or 
emotional instability. 

These exceptional children comprise the 10 to 12 per cent of our 
school population who require special services and procedures if 
they are to take their rightful place in society. Their educational 
goals are the same as those for the ‘normal’ child. Their educa- 
tional programs must be adjusted to fit the restrictions imposed by 
their handicaps. According to the U.S Office of Education in 
1947-48, only 441,000 handicapped children of all types were 
reported as enrolled for special educational services in day or resi- 
dential schools, at home, or in hospitals and convalescent homes. 
This is not more than 10 to 11 per cent of the number that should 
be given such special educational services.? 


Romaine P. Mackie (1952): 


In far corners of the world today unprecedented interest is being 
focused on the education of the handicapped. This is particularly 
true in the United States where the movement now known as 
education of exceptional children has been developing for more 
than 100 years. Progress in the beginning, of course, was slow and 
limited mainly to the deaf, blind, and mentally deficient. The 
motive back of the present movement is to bring suitable educa- 
tional opportunity to all exceptional children so that they can 
have optimum benefits from their educational experiences. Speci- 
fically, the purpose is to make sure that the school program is 
sufficiently flexible and individualized so that it will meet the 
needs of children with marked variations of a physical, emotional, 
and mental nature. This is a high goal. If this goal is to be reached, 
the services of public-school systems must be greatly improved 
and increased. 

Many children who are born with handicaps or who become dis- 
abled in early years have conditions that could be improved, 
compensated for, or fully corrected if adequate services were made 
available to them early in childhood. The number of adult handi- 
capped individuals could thus be decreased and the load to society 
lessened. 

The school — because it is responsible for the education of all 
children — has an unusual opportunity to help find the handi- 
capped and provide the services they need. Through the years it 
has been the ideal of the American people to give educational 
opportunity to all children. However, many children with severe 
handicaps, such as cerebral palsy, partial vision, epilepsy, mental 
deficiency, or combinations of such conditions have been unable 
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to take either partial or full advantage of the opportunity the 
school offers to them. For more than a half century a movement 
known as 'special education' has been developing. In the United 
States this movement is generally referred to as the ‘Education of 
Exceptional Children.' The term 'exceptional' includes the various 
types of physically handicapped such as the crippled, the blind and 
partially seeing, the deaf and hard of hearing, the speech defective, 
and those with special health problems; the socially handicapped 
and emotionally disturbed; the mentally retarded; and the gifted. 
The purpose of the movement is to find new ways to meet the 
problems of children with severe limitations and thus to make 
good the belief that every child has the right to that kind of edu- 
cational opportunity from which he will benefit.!^ 


Darrel J. Mase (1952-53): 


riculum adjustments, and (3) special therapeutic services. These 
adaptations spring primarily from the special problems associated 
with serving children who vary markedly in mental capacities, in 
Sensory capacities and in motor abilities, Most of these problems 
of adaptation are found to a certain degree with so-called normal 
children. They are, however, intensified in and more universally 
associated with exceptional children, ; 
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The deaf child and the retarded child may obtain a minimum 
efficiency in communication as a part of the general goal of social 
efficiency. The retarded child's attainment is reduced by his 
capacity to learn while the deaf child is limited by his lack of 
opportunity to learn from oral imitation. 

Successful teachers of exceptional children are obligated to em- 
ploy a clinical approach to the study of children. Such children 
present learning difficulties, sensory and motor impairments which 
require careful study in order to adapt instruction successfully. 
Furthermore, teachers of exceptional children are called upon to 
integrate professional information from psychology, education, and 
medicine into working hypothesis for instruction and therapeutic 
services. Consequently, special education as applied to each type 
of exceptional child has developed some rather distinctive tech- 
niques and materials which distinguish it from regular educa- 
tion.!* 
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THE CLINICAL APPROACH IN SPECIAL 
EDUCATION 


DARREL J. MASE 


Special Education is a program which prepares youth with problems and 
handicaps to become as productive to themselves and to society as they are 
capable of becoming. The goals are the same as for all education. The 
procedures for achieving these goals must vary according to the problems and 
handicaps of those who are to profit by a program of special education. 
There is nothing very special about special education except in respect to the 
limitations imposed by the specific needs of those with vision deficiencies, 
hearing impairments, speech defects, crippling conditions, emotional disturb- 
ances, mental retardations, and superior abilities. The clinical approach 
includes nothing in principle that is not desirable for all youth. Those with 
problems and handicaps must have this consideration if they are to take their 
rightful places in society. 

The clinical approach implies that we see the individual as an individual. 
It requires thorough and complete examination, treatment, and education of 
the subject as an individual. The boy who is blind should not be treated as 
twelve year old boys who are not blind should be treated, but rather in 
respect to the abilities, capacities, interests, and needs of this specific twelve 
year old boy who is blind. The minister, the social worker, the counselor, 
the parent, should use the clinical approach when attempting to aid an 
individual. The better all who are to aid the individual understand clinical 
procedures, the better can individual needs be met. This does not imply that 
people other than professionally trained personnel should become clinicians 
and diagnosticians. However, they can be taught some of the techniques, 
skills, philosophies, and limiting factors which enter into diagnostic and 
treatment procedures of the professionally trained individual. 

Special education implies the development of a healthy, well-adjusted 
personality who can adapt to a society in which he can know successes. This 
individual does not have a personality; he is a personality. This physically, 
intellectually, emotionally, socially functioning individual must be taught in 
the light of how he feels, thinks, and other with a similar 
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handicap behaves. Such teaching and training implies that we must know 
all that is to be known about this individual if our program in special educa 
tion is to operate at maximum efficiency. 4 

The fact finding report of the Midcentury White House Conference on 
Children and Youth for 1950, in the book Personality in the Making, states 


Knowledge about personality comes from no one source of information, The anthropolo- 
gists knowledge of personality differences from culture to culture, the sociologist's 
knowledge of the social process, the physiologist's knowledge of the growth of the nervous 
system, the geneticist's knowledge of heredity, the psychiatrist’s knowledge of the process 
of emotional illness and health, the psychologist’s knowledge of changes in mental 
functioning with development and with all manner of physical and social circumstances 
—these and other kinds of knowledge are needed if we are to understand human be- 
havior.! 

The individual is a product of both nature and nurture. Too often our 
nurture of the child who needs special education services has not permitted 
him to function at the level nature intended he should. This growing, chang- 
ing personality must be seen in relation to his own needs and goals, not in 
relation to the needs and goals of his loved ones. He must be challenged up 
to his capacities but not beyond his potentials. He must be seen in the socio- 
economic structure in which he can be a contributing, well-adjusted adult 
rather than the one his parents might desire for him. The clinical approach 
will assist in providing realistic goals. 

Information is gathered through the various methods of measurement, 
analysis, and observation used in physical, psychological, aid social histories 
and examinations. Those who live and work with the subject contribute their 
knowledges to the understanding of the individual. It is then necessary to 
integrate the findings and make recommendations and suggestions for the 
adjustment, training, and education of the individual. Professional personnel 
are never final in their diagnoses. They conclude that with all the information 
at their disposal it would appear that perhaps the reason for the behavior is 
because of this and that. Diagnosis implies that we must treat but continue 
to seek, and that with further study and observation we may find other 
causes for the behavior pattern. 


However, the parent, the teacher, the neighbor may be very definite in 


e clinical approach implies that all that can 
shall be determined but that we should continue to seek further. This knowl- 
edge shall then be communicated to others capable of applying and using it 
The clinical approach demands that those Who are to work with the subject 
shall agree upon procedures and goals. It is, therefore, important that ht 
only the psychologist who evaluates.the leve] of functioning, but the parent 
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who cares for the child, and the teacher who imparts knowledge to the child, 
shall follow similar patterning insofar as this is feasible. The society to which 
the children in special education are to adjust will then be determined by 
agreed upon limitations, acceptances, understandings, and opportunities. 

It was stated previously that we must first see the individual and then see 
the problem or handicap. Too often with the child we have seen an L.Q. 
or a mental age and have failed to see the potentials for social adequacy, 
economic security, and emotional stability. When we speak of a blind child, 
we may see blindness and fail to see the child. Never speak of a blind child, 
deaf child, cerebral palsied child. If we think and speak of disability 
first, we may fail to see ability. The clinical approach demands that 
first we see abilities, capacities, strengths, and then turn to disabilities and 
weaknesses. When we apply this principle, we change our own thinking as 
well as the thinking of those to whom we speak. Let us talk about a child, 
a person, and individual first, last, and all the time: a child with cerebral 
palsy — a child who is deaf — a child with freckles — a child who is men- 
tally deficient. Let us speak of the child first and this will permit our 
listeners to see abilities before looking to disabilities. 

Whether our role be that of teacher, parent, physician, psychologist, social 
worker or physical therapist, we all have the same job of developing healthy, 
well-adjusted personalities. 'The individual with a healthy personality is one 
who masters his environment, demonstrates a unity of personality, and per- 
ceives himself and the world in which he lives in a proper frame of reference. 
Henry Viscardi who is the head of J.O.B. (Just One Break), an organization 
to convince businessmen that the disabled will and can handle many jobs as 
well as or better than many not disabled, insists that no one is handicapped 
when he has become rehabilitated. He contends that when the right job has 
been found for the person with a handicap, he is neither handicapped nor 
disabled. This is a clinical approach which could and should be applied by 
everyone. If society would accept this premise in the same way those with 
handicaps must accept it, we would find many more individuals with handi- 
caps able to take their rightful places in society. 

Dr. Karl Menninger states that “the rehabilitation worker should continu- 
ally remind himself that he is treating not a body, a disabled organ, an im- 
paired function, but a fellow human being whose disability is an integral 
part of his total personality.” We are in this rehabilitation process when we 
are in special education. Dr. Menninger continues, “the disability is not so 
much what the examiner perceives it to be, as it is what the patient perceives 
it to be.”? We can not perceive as the subject perceives until we learn to 
know him. Clinical procedures can help us in knowing those in special 
education programs. 

Rehabilitation demands that we not only do all we can for the handi- 
capping condition, but that we take care of what the individual has done 
to himself because of the condition, and what society has done to him because 
of the condition. Getting to the focus of the infection which caused a hearing 
loss in not enough. Fitting the individual with a hearing aid is not sufficient. 
Teaching him lip reading and improving his speech pattern is not all he needs. 
We must help him in respect to what he did to himself while he heard only 
the vowels and missed the consonants, or heard only the consonants and 
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missed the vowels, or heard only distortions of both. We must help him with 
what society has done to him while he did not hear. We should leave to the 
physician the treatment of the infection; to the audiologist the fitting of the 
hearing aid; and to the speech and hearing therapist the teaching of lip read- 
ing and improvement of speech. However, it must be the business of all who 
come in contact with him to help with what he has done to himself and what 
society did to him while he could not hear. 

Lest we minimize the problem of those who are exceptional, let us be 
mindful that there is no tragedy in the world like the tragedy of being 
different. Let us be mindful that children who are deaf or blind, who have 
speech defects, all children who are exceptional, fall into a minority group 
with all the pressures and problems encumbent on any minority group. This 
minority group is going to be stared at, ridiculed, misunderstood, even as are 
other minority groups. It takes those who are crippled, handicapped, or other- 
wise exceptional, working side by side with so-called normals, to make 
democracy work, with equal opportunities for all. We need to recognize the 
extent of the tragedy of being different, and we may need to remember our 
own personal experiences of being ‘different’, inconsequential as they may 
seem to be, to multiply them 100 or 1000 times over, in order to understand 
some of the feelings and reactions of the individual who is different. 

Let us through our abilities in communication help to educated the citizenry 
to accept those who are exceptional. Curiosity is a natural thing. Somehow 
all of us should have an opportunity to put on hearing aids, try crutches, 
wear the artificial eye as a monocle, try to manipulate one of the artificial 
hands to pick up objects as the bucket grab bags do at Coney Island. This 
would satisfy our curiosity and would stop a lot of staring. — 

The clinical approach demands teamwork. This term ‘team-work’ is used 
with some trepidation because of its misuse and abuse. It has become a 
hackneyed and overworked phrase which at times has covered a multitude 
of sins. Yet the team approach is essential, so let us define and describe its 
operation. Teamwork means simply a close, cooperative, democratic plan of 
action by various individuals working together for a common purpose—the 
best program for the individual. Teamwork is not a collection of ideas from 
various professional consultants, but a group of individuals representing the 
needed disciplines, with comparable skills and training for the discipline each 
represents. The clinical approach implies considerable experience working 
with subjects in respective areas of specialization. Sometimes we have had a 
member of the Yankees’ pitching staff throwing to a sand lot catcher. Too 
often our teams have had some members who had not received the neces- 
sary conditioning, had not taken the necessary courses, internships, training. 
Too often we have teams consisting of a plastic surgeon, a pediatrician, a 
prosthodontist, a student in training in speech pathology, a psychometrician, 
and a teacher who has yet to see her first child with cleft palate when she 


am handicapped can contribute to the team evaluation, if they have known 
on = Hae pie speech therapists, and teachers without special training. 
camwork is not an easy thing. Lay people, to say nothing of professional 
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people, are not inherently cooperative. We do not always have as much 
respect for the other person's profession as we have smugness and security for 
our own. The third grade teacher is sure the second grade teacher accom- 
plished little; the high school teacher is convinced the elementary schools 
accomplished nothing; and the college professor cannot fathom how his 
students could have spent the previous twelve years. And we seldom hear 
professional people running down their own profession as easily or as fre- 
quently as they run down other professions. We need to remember that very 
often professional people have had to work individually without the oppor- 
tunity for teamwork. Too often their training has not permitted the bringing 
of various disciplines together to see what one profession could contribute to 
another. One specialist may have to give some of his previously assumed 
activities because there is now a member on the team who can perform more 
competently than he can. Diagnostic, therapeutic, and educational teams 
must meet the requirements of comparable skills and training for this disci- 
plines each represents in order that one member of the team may have respect 
for and confidence in another member of the team. We should remember 
that any time we point our index finger at anyone else, three of our fingers 
are pointing at ourselves. 


Leonard W. Mayo has been a pioneer in espousing the team concept. In 
his annual report of 1954, as Director of the Association for the Aid of 
Crippled Children, he says — 

The gains made in rehabilitation in. the last decade have been due in large measure to 
those who have been able to see handicapped people as people, and to deal with them on 
the basis of their total needs, mobilizing the appropriate specialities and calling upon all 
available resources in the community on their behalf. The fact that this philosophy and 
method are effective, means that a new ingredient or dimension has been added to the old 
concept of the treatment and prevention of human ills. It would seem to establish beyond 
reasonable doubt that in the confluence of several specialities, and in the impact of a 
number of professions working in unison, there exist new and as yet unexplored possibili- 
ties for the common good. The whole may indeed be greater than the sum of its parts.? 

One of the major deterrents to the team concept in providing total diagnosis 
and treatment has been the relative segregation from each other of those dis- 
ciplines promoting total health. This segregation has existed in professional 
training programs and so it was quite natural that such segregation would 
continue or at least be difficult to overcome in practice. Recently, the various 
disciplines involved in reaching the goal of total health have come to realize 
that they have a greater chance for success when they work together, each 
stressing the competence of its own field. 


The idea of coordinating rather than separating the clinical sciences is be- 
ing developed in training centers and in many other ways. The necessity for 
this coordination has been obvious for some time to many working in physical, 
biological, and behavioral sciences. The success of this venture demands that 
the individual shall be the core of the treatment. 


In the previously quoted report Leonard Mayo also says — 

The realization by any one profession that the fundamental problems it faces defy 
solution until they are attacked by several professions working in unison is a strong 
incentive to cooperative effort. One of the clearest lessons science has taught us in the last 
half century is that the key to basic problems in any phase of human life is not to be 
found in one discipline or profession, but in a synthesis of many. 


25 


DARREL J. MASE 


Professions are like nations in that no one can ‘go it alone.’ In the soluti 
i z S i- : e solution of every 
problem and in the apir crc of every profession there are times and places for 
the solo, the duet, an A as orus. To insist on a solo when the time for a duet has 
or to —— the duet when all voices and instruments should be merged in a 
chorus of united e! ERE to uci pun further advance. To know when and how long to 
continue the solo ae ae, e jon to participate effectively in the chorus requires that 
conten of wisdom and skill that is the unfailing mark of mature professional leader 

ip. " 
The present emphasis on the team method in rehabilitation is an indicati 

e E is an indic a 

need for ‘choral = has be recognized. We shall be more ^or a i 
professiona, ee EN pags it is generally recognized as a means rather than an 
end, and when the Vi are more fully integrated with the physical in diagnosis 
evaluation, and treatment. i i 


arrived, 


This team concept must also be applied to the publi i : 
2 le em ic and private agencie 
and organizations now assisting those with bikes Cra E nu 
agencies must keep their identities, they must also coordinate dei activiti ^ 
In too many instances the overhead of maintaining a stat 7 je es. 
han the direct service f 8 e or local office is 
DE € from that agency. How can we expect natic 
to cooperate and peoples to live happily together when public E nds ER 
ing those with handicaps do not get along with other public agencies servin 
the handicapped; when private agencies cannot sit down to a table t voad E 
problems with other private agencies; and when public and priv o consider 
are not able to work together for the welfare of children who private Moda 
When personalities so affect the thinking of individual m cxcepuone- 
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many who suffer; and when those personalities are spur UE B are 
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being expended because individuals will not see the hid d Ip AM 
because they want something for themselves or for er and his needs 
could indeed extend our services considerably. eir organization, we 
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becomes a problem of communication. We m cem to special education, 
thinks if we would understand him. This is a think as our correspondent 
with the three year old. It is equally true if the sd : We are to communicate 
with the physician; the speech pathologist wah iie is to communicate 
social worker with the parent. Let us see the prob! e physical therapist; the 
cation in just one area: the use of psycholo, icit oe Sect is communi 
pist or teacher in special education, TO diis data by the speech thera- 
presumably to assist in the satisfactory Mice aim of such test data is 
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his disabilities; his deviation from accepted behavior patterns; his general 
emotional state. Communication is essential if the therapist, teacher, and 
parent are to receive from the psychologist all he can contribute to them 
concerning learning, behavior, and personality patterns. The clinical ap- 
proach demands that we learn all we can about the individual and then that 
we communicate as much of this information as can be presented in a mean- 
ingful manner to those who are to work and live with the subject. 

One of our problems in special education is in not having sufficient and 
adequate diagnostic and evaluation centers to provide the necessary evalua- 
tions as indicated by the team concept. We have established many units and 
classes in special education, but too often have not provided needed funds 
for adequate evaluations of the children in the special classes. More diag- 
nostic and evaluation centers are needed to provide the necessary studies as 
indicated by the team concept. Classes continue to be established in special 
education without there being a means to learn all that is to be known about 
the children to be assigned to these programs. Classroom teachers are then 
forced into the untenable role of having to become diagnosticians without 
knowledge or experience for such a responsibility. The teacher of the special 
‘class cannot meet the needs of the children in her classes without all the 
physical, social, and psychological information which science can provide. 

About two years ago Exceptional Children, the Journal of the International 
Council for Exceptional Children, had four articles on clinical services for 
exceptional children. In the first of the series, Jack W. Birch, Director of 
Special Education in Pittsburgh, says the two purposes of the article are: 
"C1) to describe certain important kinds of clinics which provide diagnosis, 
treatment, and various interpretative services for exceptional children, in 
urban and rural areas, and which are closely identi&ed with educational 
programs for children; (2) to provide, by inference, some criteria that might 
be found useful in selecting or planning such clinics. Broad general knowl- 
edge about clinics should provide a sounder basis for the special class teacher 
to advise parents regarding tlie selection and use of clinical facilities, and what 
realistically to expect from clinics." The author proceeds to describe and 
discuss the operation and role of the child guidance clinic, psychological clinic, 
educational clinic, reading clinic, eye clinic, cerebral palsy clinic, and psychi- 
atric clinic. He emphasizes the need which special education personnel have 
for "broad and well-rounded services." 

However, he speaks of these clinic services as being 'ancillary' to special 
education. In reality, they must be an essential integral part of special edu- 
cation. One of the reasons adequate clinical facilities have not been provided 
for special education is that they have not been considered as essential as the 
instructor who is to teach the special class or the equipment to be used in the 
classroom. State funds have been available for the teacher but often have 
not been available for adequate clinical evaluations. Too often the schools 
have turned to already over-loaded clinic programs to provide them with 
needed diagnostic work-ups, to provide more intensive treatment and therapy 
than can be provided in the school, and to do needed follow-up. Staff time 
has not been budgeted in the established clinic programs, with the result 
that service is inadequate and communication is very poor. 

In many instances those in special education have turned to universities 
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and colleges in their areas for these needed clinical services. Such institutions 
of higher learning often have limited services to offer which generally must 
relate to training programs, and cannot begin to meet the demands of the 
surrounding communities. The primary task of colleges and universities is 
to train students. They cannot be expected to provide extensive and compre- 
hensive clinical services. They cannot go very far beyond their training and 
research needs. 

We must plan to establish the needed clinic facilities as an integral part of 
special education rather than as programs apart from special education. If it is 
necessary to use established programs, then budgetary provisions should make 
staff time available for the needs of the special education program. A state 
program of clinical services in the State of Washington is described by Ruth 
I. Levy. While the author stresses that they have far to go in providing 
comprehensive clinical services, especially to the rural areas, they have some 
fine programs which merit careful consideration. She emphasizes that these 
clinical needs had to be met in Washington by legislation.* 

D. A. Worcester, of the University of Nebraska, made a tour of thirty states 
in studying current programs and needs for the exceptional child. He draws a 
very realistic picture of the needs for special education of children in rural 
areas. He explains the team approach and the traveling clinic and he contends 
that the diagnosis of exceptional children for the rural areas is easier to 
accomplish than is the establishment of special classes. Since special classes 
generally cannot usually be established, it is necessary in most instances to 
communicate findings to local physicians, teachers, parents, welfare workers, 
and others who are concerned with the welfare of the child.* 

Rutherford B. Porter, Chairman of the Division of Special Education at 
Indiana State Teachers College, Terre Haute, has had considerable experience 


Dre to rural needs. In respect to clinical needs he summarizes as 
ollows: 


(D A end leader who eae set a adequate clinical services should be employed 
» So that initial surveys can be made and particulars f. i 

fep ti p ars for starting a program can be 

(2) After the original survey is completed, i i 

origin pleted, a special education program, perhaps for 

one type of exceptionality at a time, can be E, into operation. c cc 

@) Continued clinical services must be available for further diagnosis, check on 
Progress of individuals, and re-evaluation. 

4) Outpatient services offered by college clinics and other specialized non-local 
organizations should be used on a consulting basis for difficult cases, and for technical 
assistance. Complete dependence on such facilities should be avoided.8 


with personnel representing the medical, behavioral 
order for a complete evaluation to be made, 
in respect to those who are mentally retarded 
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are mentally retarded. Adequately staffed evaluation centers are the answer to this need.? 


The staff of such centers should spend the major portion of their time with 
diagnostic procedures and treatment. However, staff time should be available 
for prevention, education, and research. Current programs of special educa- 
tion should be continually assessed and evaluated. Staff from clinic centers 
with training in research techniques could provide such studies. 

Evaluation centers should have housing facilities whereby the subject 
could remain for a week, a month, or longer, if indicated. Such careful and 
prolonged study is necessary with difficult problems if a realistic prognosis is 
to be made. Such prolonged study and team evaluations will permit profes- 
sional personnel to be more secure in their findings and to communicate much 
better with those who are to relate to the child in his growth and development. 

Such evaluation centers, staffed with comprehensive diagnostic, treatment 
and research teams, can provide a new way of life for children in special 
education programs. 

The team approach applied to private and public agencies now serving 
those with problems and handicaps can assist in the development of these 
centers and extend services in other ways. Transference of findings by those 
on the team to those who are to participate in the growth and development 
process of the child must be accomplished by improving communication 
techniques. The assessment of abilities as well as the treatment of disabilities 
is essential if. desired ends are to be achieved. Teaching the individual to 
accept his limitations and to learn to live with what is left is an essential part 
of this growth process. These and other considerations as discussed in this 
chapter are essential if those with problems and handicaps are to have equal 
rights in our democratic society. 
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CLASSIFICATION AND CENSUS 


WHO ARE THE EXCEPTIONAL? HOW MANY? 


THE NUMBER OF EXCEPTIONAL CHILDREN 
BY ROMAINE P. MACKIE AND L. M. DUNN 


THE NATION'S HANDICAPPED CHILDREN 
BY ARTHUR J. LESSER AND ELEANOR P. HUNT 


WHO ARE THE EXCEPTIONAL? HOW MANY? 


The educational definition of any one group of the exceptional is based on 
medical definitions (in which are included any parallel psychological defini- 
tions), legal definitions based on existing statutes, and a further attempt at 
some type of classification which will result in a reasonably homogenous group 
which may be organized, served and taught together in a class or group of 


classes. 


Among the many areas of activity which the field of special education 
serves are these: The Blind, The Partially Sighted, The Deaf, The Hard of 
Hearing, The Speech Defective, The Mentally Retarded, The Feeble-minded, 
The Cerebral Palsied, those with Muscular Dystrophy, Multiple Sclerosis, 
individuals with Special Health Problems, The Tuberculous, The Cardio- 
pathic, The Intellectually Gifted, The Emotionally Disturbed and others with 
acute psychopathic conditions, The Neurologically Impaired, The Socially 
Maladjusted, The Orthopedically Handicapped, those with Lowered Vitality, 
The Delicate, The Epileptic, The Multiple-Handicapped, The Aged, The 
Chronically Ill, those with Endocrine Disturbances, The Narcotic, The Alco- 
The Juvenile Delinquent, those with Dental De- 
fects, Leprosy, Brain Injuries, Spina Bifida and allergies, Paraplegia, Diabetes, 
Chorea, Tics, Lateral dominance, Osteo- 
phalitis, and many other medical, psycho- 


holic, The Hemophiliac, 
Poliomyelitis, Asthmatic conditions, 
myelitis, Legg-Perthis disease, Ence 
pathic and emotional defects, 
Various authorities in the 
different groupings of these 
fication has been accepted for the field as a whole. 
shows some overlapping of 
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field of special education have established several 
areas for servicing purposes. No definitive classi- 
The current literature 


WHO ARE THE EXCEPTIONAL? HOW MANY? 


too often some outstanding leader, whether individual or community, insists 
upon creating and defending the 'only' suitable terminology or classification. 
Scholarship and the application of a more effective scientific method to the 
field of special education will in time create something more than inventive- 
ness in augmenting the dictionary, for terminology does vitally affect the 
patient, his family, and his community. 


How Many Iupivipuars NEEDING 
Specrar Epucation Are THERE IN THE U.S.? 


The discovery of cases is one of the most difficult problems in all work 
with the exceptional. Probably the basic reason is the parental philosophy of 
long standing, that the presence in the family of a physically or mentally 
handicapped child is a distinct punitive visitation from Providence. There 
is also the prevalence of ill-planned attempts to screen the unfortunate child 
from a curious and not too sympathetic world. That the existence of a con- 
genitally or adventitiously handicapped child is a terrific blow to the morale 
of the parents and the home cannot be denied. The shock of the onset of a 
disabling condition in childhood is devastating; the fear of inadequate adjust- 
ments to marked physical and sensory changes resulting from chronic diseases 
brings about confusion and despair. Rationalization and amateurish planning 
too often take the place of consultation with experts. 

The answer to this problem is, of course, wider education of all parents, as 
to the true status of the exceptional and what can be done for them through 
educational programs. There is also the need of being certain that physicians 
and allied groups are informed concerning facilities available and that a close 
team approach is developed. Since any mother or father may at any time 
become the parent of an exceptional child, either through a new birth or by 
some disease or accident to an existing child, it follows that parent education 
must include all parents, with further services to those in whose family such 
a child already exists. 

In any program for discovery of exceptional children it seems reasonable 
to believe that the most economical and basic mechanism would be a census 
covering all types of the exceptional, combined with routing the various types 
to suitable services for further investigation and classification. 

Without attempting to specify the exact setup, it is highly desirable that an 
annual census of the exceptional of all types should be taken.* Such a census 
would enable both the educator and the medical man to take up their respec- 
tive problems of rehabilitation at an early period in the life of the child and 
at the incipient stages of the state of disability. In actual practice this service 
is often widely divided, thus adding both cost and confusion and sometimes 
bringing competition into the picture. 

The best census or discovery results from wide understanding and positive 
cooperation of all concerned. ‘To secure this, definite plans of organization are 
required and must be generally known to those who may profit by this service. 
Since the human mind is prone to forget, such services must be regularly and 
repeatedly publicized. 

In actual practice, knowledge of an exceptional case of any type may come 
from any one of many sources. The visiting nurse may observe the child in his 
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home; a case may be reported by the family doctor, a social worker, neighbors, 
or others. It is of greatest importance, however, to secure knowledge of the 
case as early as possible in order to begin a service program at once. 

It is reasonable to believe that the clearing station on these cases should 
be some official agency rather than a private one, the latter being successful 
chiefly when on a semi-official basis. It is unfortunate that at present some of 
the educational programs for the exceptional have been sacrificed, in terms of 
government grants for statistical studies, to the equally important need for 
direct medical and other non-educational services. This criticism is equally ap- 
plicable to some private organizations devoted almost entirely to securing medi- 
cal care for certain types of the exceptional. A more general, better-balanced 
program would recognize that education is the mental hygiene required by 
the case and that the exceptional child is more than an animal needing only 
certain physical restoration. 

There should also be some definite clearing station for information which 
would afford assurance that the case would receive the interest of physicians 
and local educators at the earliest possible moment, and that planning for 
the child’s future would be begun as soon as possible. Since the school will 
direct.the child's activities more than any other agency during many years of 
his life, the clearing station should be part of the regular school program. 
Where the problem is rural, and therefore extends outside the child’s own 
community for solution, the state department of education seems the logical 
group for responsibility. It is assumed that the educator in all cases will 
definitely cooperate with and inform any and all other servicing agencies. 

There has never been a complete census of individuals in the various cate- 
gories of special education. We do know, however, from various sources, 
even though they do not agree, that the incidence in our total population of 
the various areas of special education is a very substantial one. Some authori- 
ties have arrived at census estimates on the bases of census reports from their 
cooperating agencies; others have developed formulae for gross estimates and 
still others have made “rough guesses”; finally, some have said “We do not 
know how many, nor how to estimate with any accuracy.” The following 
sources and references have been consulted, to prepare as complete a statement 
on incidence as can probably be made at this time. Reference is usually made 
to the 1930 White House Conference on Child Health and Protection. 


Curen (1930) 

Blindness (under 20) 14,400 
Partial Sight 50,000 
Impaired Hearing 3,000,000 
Defective Speech 1,000,000 
Crippled 100,000 
Tubercular 382,000 
Suspected Tubercular 850,000 
Weak or Damaged Heart 1,000,000 
Undernourished 6,000,000 
Behavior Problems 675,000 
Mentally Retarded 450,000 

13,521,400 
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The Federal Security Agency-Public Health Service during the winter of 
1935-36 made a survey of the health of our nation and attempted a correla- 
tion with social and economic factors by means of a house to house canvass 
of over 700,000 households in urban areas and 37,000 in rural communities. 
Their sample was based on the 1930 Federal Census. A large number of 
studies have since been made of the findings, scope and methods of this 
survey.4-70 


Sanders, Barkev, and Federman?! conclude “That results from four 
sample surveys indicate a rate of disability only half as great as that found by 
the National Health Survey. Differences in definition of disability and in 
time and scope of surveys are given as reasons for differences.” They conclude 
results of check sample as “roughly comparable.” 


Heck?? makes a tabular estimate based on figures from various sources??-* 
showing a figure of 13,407,000. 


The biennial survey of Education in the U.S. 1952-54, Department of 
Health, Education, and Welfare, in their report? give figures for Special 
Education services (rural and urban) in all 48 states and the District of 
Columbia. The response to the questionnaires was 99.44% of those circular- 
ized. The report does not include data on “residential schools for exceptional 
children, data on home or hospital instruction” nor “information on the class 
of children designated as ‘truant, delinquent or maladjusted.’” Public school 
data is the only data included. Two tables are significant for our considera- 
tion of the incidence reported for each area. 


Enrollment in Special Schools and Classes, Elementary and Secondary, by 
type of Exceptional Children in the U.S. 1952-53:26 


ExcEPrIONAL CnurrpnEN In Pusiic Scuoors (1952-53) 


Mentally Retarded 113,565 
Speech Defective 306,747 
Crippled 17,813 
Hard of Hearing 11,932 
Partially Seeing 8,014 
Special Health Problems — 11,455 
(Delicate and Epileptic) 

Deaf 3,935 
Blind 839 
Mentally Gifted 22,916 

497,216 


As compared with figures for 1947-48, these studies point clearly to a 
substantial increase in service programs for special education throughout the 
United States. Gains in special education enrollments were 2.7 greater than 
the rate of increase in public school enrollment. This indicates, at least a 
greater public awareness of the size and extent of the field of special education, 
and perhaps better census, case discovery, classification, and expanding service 


programs. 
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Table showing percentage increase in total Public School enrollment: 


Percent Increase 


Mentally Retarded ...... 
Speech Defective ........ 68.3 
Crippled 
Hard-of-Hearing |... 


Partially Seeing |... 


Special Health Problems .. 


Percent increase in total Public 
School enrollment (17.4) 


Comparison between increase in enrollments in special schools and classes and increase 
in total enrollment in public elementary and secondary day schools 


It is obvious from the above studies that only gross estimates can be used 
to indicate the incidence of cases needing special education. The editors, in 
an attempt to arrive at some gross figures for estimate of current incidence of 
exceptionality, communicated with all major National Agencies serving the 
respective areas and list the results of their correspondence: 


Aut Aces (1954)27 


Blind—Both Eyes 270,000 
Blind—One Eye 1,000,000 

Sight Saving and 

Partially Sighted 600,000 

Deaf (total) 185,000 
Hard-of-Hearing 2,188,000 
Poliomyelitis (1953) acute 35,592 

Mentally Defective 950,000 
Emotionally Disturbed 700,000 to 800,000 
Gifted (5-17) 700,000 to 800,000 
Epileptic 1,500,000 
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Muscular Dystrophy 100,000 

Speech Defective 20% children under 3 
1596 children 3 to 18 
7*6 adults?* 

Cardiac Conditions 5,000,000 

Arteriosclerosis and High Blood Pressure 4,600,000 

Nephritis 950,000 

Cardiovascular (renal) 9,200,000 

Tuberculosis 1,200,000 

Cancer Cunder treatment) 700,000 

Diabetes 2,000,000 

Cerebral Palsy 500,000 


The National Society for Crippled Children and Adults issued a pam- 
phlet?? for estimating the extent of Physical Disability based on estimates 
from the various voluntary agencies. This report gives some sound counsel 
on the use of current estimates and totals. The report lists: 


Aut Aces (1954) 


Arthritis 1,500,000 
Multiple Sclerosis 200,000 
Muscular Dystrophy 100,000 Cover half aged 3-13) 


Paraplegia 82,500 (2,500 veterans) 
Major Amputee 400,000 

Hemiplegia 1,000,000 

Heart Disease 9,200,000 (adults & children) 
Rheumatic Fever 500,000 to 1,000,000 
"Tuberculosis?? 500,000 (active) 


2.596 of all adults 


Speech Disorders 
796 of all children 


Cerebral Palsy?! 7 per each new 100,000 population 
Poliomyelitis?2.34.95 14.4 per 10,000 population under 21 years 
Epilepsy 800,000 (300,000 children; 500,000 adults) 
Mentally Retarded** 4,520,000 
Blindness 308,000 (6,000 children under 7 yrs.) 
Cadults) 1953 
(52) Residential Schools?8-99 5,574 
(45) Day Classes 1,447 


Deaf— Children in Resi- 

dential Schools & Classes 

Day Schools 22,36219 
Hard-of-Hearing | 1,500,000*1-4? Children 5-18 


Sight-Saving 1 to every 500 of school enrollment 
CPartially Seeing) Capp. 3-17)4948 
Cancer? 237,000 
Emotionally Dis- 
turbed*? 500,000 
Aged 13,500,000** 


Narcotics 50,000 - 60,0009 
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It is evident that these estimates, covering all age groups, and differing in 
numerous instances, are not amenable to accurate statistical analysis. How- 
ever, taken together they do present to the layman and the professional the 
stark fact that the field of special education is large and its problems formid- 
able. It is probably not possible at the present to secure a reasonably accurate 
census of each of these areas, but we can hope by carefully planned research 
and the adoption of standard definitions and definite classification greatly to 
improve the quality and usefulness of future studies on the incidences of 
exceptional children and adults in our population and thereby make our 
planning of service programs more effective and economical)? A program 
planned to provide the variety of services, methods, and techniques inherent 
in an optimum program of special education for from 9 to 14% of the chil- 
dren of school age in this country?!?* is a ringing challenge to the profes- 
sionals and the serious immediate responsibility of the public. 
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southern regions of the country. In recent years this difference had diminished and 
an East-West differential is more prominent. In recent years both average and 
maximum rates have been higher in the western and north central divisions of the 
United States than in the northeastern and southeastern divisions. Over extended 
periods of time geographic concentration has not been consistent. 

"In southern regions of the country, seasonal rise in incidence occurs earlier and the 
epidemic span is longer than in the northern regions." 


- The recent announcement of the success of the Salk vaccine will without question 


have an important influence on reducing the incidence of poliomyelitis in the years 


ahead. The Editors. 
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THE NUMBER OF EXCEPTIONAL CHILDREN" 


ROMAINE P. MACKIE AND L. M. DUNN 


When administrators of colleges and universities are considering the estab- 
lishment of programs to prepare special education personnel, they recognize 
that this is a field which merits attention because of the great human need. 
Nevertheless, they face the practical problem of whether or not the number 
of exceptional children is large enough to warrant the financial investment 
eus to maintain a worthwhile program for the preparation of special 
teachers. 


No complete census has ever been made of the number of exceptional 
children in the United States. The best that can be done is to use the percent- 
age of incidence based on spot studies made by national organizations and 
local communities. The figures are presented with some reluctance, since 
there is need for research to determine better estimates. If such investiga- 
tions were to be undertaken, it would be important to take into consideration 
multiple deviations which occur in the same child. In the estimates which 
follow, it is assumed that the exceptional child is included once—under the 
major handicapping condition, although it is known that many of these 
children have secondary disabilities. For example, hard-of-hearing and cere- 
bral-palsied children may also have speech handicaps. ‘Taking into considera- 
tion such factors, it has been estimated! that at least 5 percent of the school 
population (as compared with 2 percent in the following data) are in need 


of help from speech correctionists. 


A conservative estimate of the percentage of incidence, 
number of children of school age, follows: 


and the estimated 


. P. and Dunn, L. M., College and University Programs for the 
nal Children, Office of Education Bul. #13 CU.S. 
Washington, D.C., 1954). Used by special 


*Excerpt from Mackie, R 
Preparation of Teachers of Exceptio 
Dept. of Health, Education and Welfare: 
permission. 
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Estimated num- 


ber of ach 
children 
Parent of (in es 

, incidence number 
Visually i d etm 20 10.000 
Blind .... 10,000 
Partially seeing 58,000 
Crippled . 1.50 510,000 
Special health problems 1.50 510,000 
Deaf and hard-of-hearing! 1.50 510,000 
Speech-handicapped 2.00 680,000 
Socially maladjusted 2.00 680,000 
Mentally retarded 2.00 680,000 
el a ee 2.00 680,000 
Ho. 12.7 4,318,000 


of variations fm elialime" nar utemhtine to differentiate the deat and bard-of-hearing. Because 

It seems safe to say that the number of exceptional children of school age 
in the United States is between 4 and 5 million. Accepting a minimal esti- 
mate of 12 or 13 percent one-eighth) of the school-age population as excep- 
tional, then this figure can be defended. The Bureau of the Census reported 
approximately 34,000,000 children between the ages of 5 and 17 in the 
United States for the year 1952. Using the percentage of incidence as 
12.70, the number of exceptional children would be 4,318,000. 

This, however, is not the complete story. To include only children in 
the age group 5 through 17 would not give an adequate picture of those in 
need of assistance from the schools. Many under age 6 should have help; 
others require it after 17. As is often pointed out, nursery schools and 
kindergartens are very important for such young children as the deaf and 
cerebral-palsied. At the other end of the age range, there is also need for 
more setvice from the schools, For example, many adolescents with handi- 
caps drop out of school at a time when their social and vocational needs are 
greatest, simply because the school program is not adequate for them. Many 
dee paid have profited: from education extending beyond the 

It is easy to see that the problem is large enough to command the interest, 
not only of State and local School systems, but also of colleges and univer- 
sities and the citizenry as a whole. ‘ 
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ARTHUR J. LESSER AND ELEANOR P. HUNT 


Historically the term "crippled children" has meant children with ortho- 
pedic handicaps. Today, we recognize that the lives of children may be 
crippled by a variety of other kinds of handicaps. The problem is becoming 
one of equal provision of comparable care for handicapped children, regard- 
less of whether the impediments to their progress are orthopedic or of another 
nature. 


One of the things we would like to know about the problem of handicapped 
children is its size. How many handicapped children are there in the United 
States? The most cautious and perhaps most realistic answer to this question 
is that nobody knows exactly, even within a measurable amount of error. The 
available fragments of information, while numerous, were not designed to 
fit together. Differences in basic definitions of handicaps, in observational 
methods, and in statistical procedures stand in the way of combining many 
of the reported facts. All of these and similar limitations are important to 
recognize, not so much to caution against faith in current estimates as to 
show clearly where we are in attacking the question at issue. Statistically 
speaking, we are in the initial planning stage, where the question is raised, 
and we are casting about for such pieces of information as may be at hand to 
assist us in planning a reasonably good way of getting a proper answer. 


From this point of view, we have reviewed a number of surveys concerned 
with prevalence or incidence of those handicapping conditions of children 
which are of increasing concern. The particular conditions covered are: rheu- 
matic fever and rheumatic heart disease, cerebral palsy, epilepsy, cleft palate 
and cleft lip, eye conditions, hearing impairments, speech defects, and ortho- 
pedic conditions. In each case, nothwithstanding the weight of uncertainty, 
some estimate is advanced on prevalence in the United States in 1952 and 


*Reproduced, with permission from the American Journal of Public Health February, 
1954. Bibliography appended has been omitted. 
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what appears to be a reasonable figure for a prevalence rate. Child popula- 
tion estimates used are those reported by the Bureau of the Census. 


Rheumatic Fever. This condition is responsible for about 90 per cent of 
the defective hearts in childhood. In the mid-1940's, the Children's Bureau 
estimated that there were some 500,000 children under 18 suffering from 
rheumatic fever or its effects. This estimate rested upon reports from the states 
where rheumatic fever demonstration programs were under way, upon prob- 
able needs in other states as seen by the bureaus, and the size of the child 
population at that time. Today, the figure may be greater since the child 
population has greatly increased in size, and prevention of this disease has 
probably not kept step with this growth. In the light of size of the child 
population in 1952, children who have rheumatic fever or its aftereffects may 
now number 675,000 under 21 years of age. 


These speculations are fairly consistent with results obtained in recent 
surveys of school-age children in which initial examination was made by a 
cardiologist or other physician especially interested in heart disease. The 
results of these surveys have recently been summarized and lead to an estimate 
for school-age children at 604,550. 


Cerebral Palsy. The number of children with cerebral palsy in the United 
States who received physician’s services under crippled children’s programs 
reached 22,397 in 1952, or 10 per cent of all crippled children who were 
served that entire year. While practically all states provide services for chil- 
dren with cerebral palsy, these programs are far from state-wide in many areas. 
Probably not more than one child in 10 with cerebral palsy is receiving care 
under these programs. 


Recent studies on cerebral palsy have, on the whole, tended to confirm 
estimates proposed by Dr. Winthrop M. Phelps. The survey in New York 
State reached a birth incidence rate at 5.9 per 1,000 births, which can be 
interpreted as not significantly different from incidence implied in Dr. Phelps’ 
estimates, four per 1,000 births. 


Age-specific prevalence rates found in the New York study in Schenectady 
County, if assumed to be generally applicable, would suggest that about 512 
children per 100,000 under 21, or somewhere in the neighborhood of 285,000 
children under 21 in the United States in 1952 have cerebral palsy either 
from birth or as a result of subsequent brain damage. Some allowance is made 
here for the poor reporting of cases under five years of age. With an antici- 
pated annual birth population at 3.8 million during the remaining years of the 
1950's, nearly as many children will be born each year with congenital cere- 
bral palsy as are now receiving physician's services in any one year under 
the crippled children’s programs in the United States. 


mated in 1954 at about 200,000 on the basis of the literature then current. 
Recent experience of the Maryland State Health Department in their epi- 
lepsy program suggests a minimum incidence of two per 1,000 under 21, while 
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more intensive study of one county led to an estimate of five accurately 
diagnosed cases of epilepsy per 1,000 children under 21. The latter preva- 
lence rate, if generally applicable, would mean that there are now about 
275,000 children under 21 in the United States who have epilepsy. 


Cleft Palate and Cleft Lip. Four per cent of all the children who received 
physician's services under the state's crippled children's programs in 1952 
were treated for cleft palate or cleft lip, or both. This group numbered about 
9,500 children in 52 different states and increased 20 per cent in size in the 
biennium 1950-1952. 


Data reported on official birth certificates place the incidence of these con- 
ditions among newborn at about 1.3 per 1,000 live births, or roughly one 
for any 770 births. Since supplemental items on the birth record are not 
always reported completely, this rate is probably conservative. With the an- 
nual number of births in the United States at approximately 3.8 million, this 
incidence at birth, if generally applicable, would mean that in the United 
States nearly 5,000 infants are born each year with this malformation. In 
Wisconsin about 52 per cent of the children with this type of handicap had 
cleft lip as well as cleft palate, 26 per cent had cleft palate alone, 22 per cent 
cleft lip alone. 


If we assume an incidence rate at birth of 1.3 per 1,000 live births has 
prevailed for some time and has general significance beyond the several states 
where surveys have been made, the number of children with cleft palate or 
cleft lip, or both, under 18 years of age in the United States would be in the 
neighborhood of 64,000 in 1952. More than one-third of these children, or 
23,000, would be under five years of age, and perhaps 33,000 in the age 
group 5 to 14 years. These estimates of prevalence assume that mortality of 
infants and children with cleft palate or harelip is the same as among other 
children in these age groups. 


Eye Conditions. The National Society for the Prevention of Blindness 
estimates 7.5 million school children in the United States are in need of eye 
care. This estimate is consistent with the findings in the St. Louis study on 
vision testing methods, cosponsored by the National Society, the Division of 
Public Health of the State of Missouri, the Children’s Bureau, and other or- 
ganizations. In this study the prevalence rate of children with eye conditions 
requiring observation or treatment by an eye specialist was 27 per cent among 
first and sixth graders. 


Children with visual handicaps so serious as to require special educational 
help are estimated at 60,000. Facilities for this help were available to 8,000 
of these partially seeing children during 1952-1953 in the public school sys- 
tem. In 1952, about 5,800 children under seven years of age, or one in 
4,000, were blind; in the school-age group, in the neighborhood of 6,600 
were so handicapped, or one in 5,000. Many of these children are in residential 
schools for the blind; a small number are in special classes in the public school 
system. 

Available crude statistics on hearing loss have usually been 


Hearing Loss. impai 
earing Loss: ose hearing appears sufficiently impaired 


reported on the basis of children wh 
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to warrant further study. Typical of such statistics are those of the Committee 
on Hard of Hearing Children of the American Hearing Society (1945), 
which indicated a prevalence rate among school children of about 5 per cent. 
In 1952, at this prevalence rate, an estimated 1.3 million children, five to 
14 years of age, in the United States were in need of further observation to 
determine accurately the extent of impairment and indications, if any, for 
treatment. Estimates of prevalence of handicapping hearing loss among chil- 
dren have been given in the neighborhood of 0.5-1.0 per cent of the total 
child population, or from about one-quarter to one-half a million children 
under 21 in the United States if applicable in 1952. "This is probably a con- 
servative estimate. Under a standardized screening program, with well quali- 
fied personnel, prevalence of major hearing defects has been found to be as 
high as 3.3 per cent of elementary school children in one of the southeastern 
states. Major hearing defects included impairment below 15 db in any 
frequency between 250-8,000 cps, and a history or evidence of chronic 
pathological condition. 


Speech Handicaps. About two million children or 5 percent of those 
five to 20 years of age have speech disorders of such severity as to interfere 
with their educational progress and social and emotional development. 
Among this handicapped group 16 per cent, approximately, have speech dis- 
orders associated with other handicapping conditions. Ten per cent are 
children with impaired hearing, 4 per cent are children who have cerebral 
palsy, and 2 per cent of these children have cleft palate. Stuttering handicaps 
about seven per 1,000 children in this age range and in 1952 the number of 
such children is estimated as 270,000. Over half of the children with speech 
disorders have functional articulatory defects. 


Orthopedic. Estimates on prevalence of orthopedic handicaps among chil- 
dren vary widely, due in large part to type of inclusions, methods of examina- 
tion, and type of observer. If we assume a prevalence of 3.2 per cent for 
orthopedic defects, except foot defects, about one million children in the 
school age population (five to 17 years) would indicate the number with 
orthopedic defects or conditions of sufficient severity to justify referral to a 
physician for treatment. This estimate stems from the results of school 
health examinations of 83,019 children in 19 school systems in New York 


State, 1945-1946, and is intermediate among others derived on somewhat 
similar types of surveys. 


All of these estimates taken together suggest that the bu physical 
handicaps in childhood is formidable. r.p our Seed ot its 
daaim distribution, and composition we need continuing study. We 
EES ien ee of approach and procedures in different studies 
" $5 conditions, as well as between studies on different conditions. 

omparable and deliberate designs ir. studies to yield among other things 


age-specific estimates of prevalence and incidence will also facilitate the 
estimating process. 
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Through the history of mankind we have learned that only when our 
common populace fully understand the needs of their society, then and only 
then do they take action. The growth of our moral consciousness of the dig- 
nity of human personality and the educational needs and rights of all our 
children, including the exceptional, has been proclaimed in articles and 
textbooks of the professionals for some years.! It has been recent that the 
educator of the exceptional has become conscious of the tremendous power of 
the press, radio, television, and other means of presenting to the public 
the urgent needs of our field. Many individuals and communities still treat 
the exceptional as social outcasts or ignore them as socially and economically 
useless. The educator of the exceptional is still too inept at utilizing all 
means of education of the public as a whole, and too slow in using the inter- 
ested segments of the population, such as the parent of the exceptional child, 
the general school administrator, the various allied community agencies and 
the exceptional themselves. 

Many of the problems pressing for solution in the area of special education 
could move ahead toward solution if the interested professional and parent or 
agency concerned would utilize high quality programs of public relations 
leading to more effective public education. 

Our society is a constantly changing one in which new social and economic 
conditions necessitate a flexible educational program which will fit the 
current need. 

Most, if not all, critical administrative problems which face the parent, the 
teacher, and the administrator dealing with the exceptional individual can be 
solved with a more aggressive and effective public education program. The 
acceptance by general educators of their responsibility for special education 
services of high quality; the answer to the administrator for adequate financ- 
ing; the different opinions as to where and how the exceptional shall be 
educated; the proper union of the disciplinary or authoritarian, and self- 
expression of ‘freedom of action’ approach; adequate trained teaching and 
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administrative leadership; proper housing and equipment; adequate research, 
— all these pressing problems would benefit immediately and substantially by 
the application of the right kind of ‘sales promotion’ program properly timed 
for public consumption. 

It is high time the leadership in the field of special education utilize these 
invaluable aids to the development of a rich service program for the excep- 
tional so they, too, may become more nearly self-supporting and self-respected 
citizens of our nation. 


FOOTNOTE 


1. Grace, J. F., and Doctor, P. V., “A Better Understanding of the Deaf Through a 
Public Relation Program”, Exceptional Children, Jan., 1955, 21:4:130-131. 
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One of the important developments of the twentieth century has been 
the tremendous growth of the means and techniques of reaching the attention 
of and seeking favorable response from the public. We who are engaged in 
programs for the welfare of the handicapped are not strangers to this process. 
From the early beginnings of our work, it has been necessary to depend 
on the wi ing and support of the communities in which we function, 
and we have long recognized the need to inform the people of the community 
“Toke are doing and why it is important. 


have the people of the world, and particularly of the United States, been 
subjected to so extensive, effective, and highly-financed barrage of demands for 


seeking public interest, understanding an 
Every human institution or group, including your own, has a public rela- 


in the creation of some type of impression of special education and your own 
organization. Taken collectively, all contacts you have with the public 


program. Your responsibility is to ensure that 
all of these contacts contribute to the ic i i 
which iets MAT development of a public impression 


Two Levers or Punic RELations 
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Special — see e recognized that P iu piae the 
exceptional child are not limited to the provision of special educa pro 
grams directly affecting such children, but include a responsibility for 'edu- 
cating’ the parents of exceptional children and the public as a whole. They 
recognize that if the child with a severe physical, mental, or emotional dis- 
ability is to realize his life's ambitions, the attitudes, concepts and values of 


special education. 

Special education frequently faces the very important problem of ‘selling’ 
the social and economic values of special education programs to school admin- 
istrators, school boards and other Public education, public relations 
or whatever term may be used, jn gue significance for the 
special educator than for teachers, supervisors administrators who may be 
working in some other aspects of education. 


Punticrry AND Punic Epucarion 


Although the two words are frequently used interchangeably, there, b a 
great difference between ‘ and ‘public education’, icity is draw: 
ing public attention to à person, group, place, event, or product. 
Its purpose is name identi or public recognition of the name of your 


sial school, program, or organization. 
Public education, on the other hand, involves much more than publicity 
Iis purpose is not only to create name identification in the minds of public 
but also to create an interest in and understanding of special education, its 


program, purposes, and value, - 


In f lati public education program, one must fr determine 
objectives. Publicity in itself is valid if one recognizes clearly the purposes 
oa icity is sought. Our national voluntary organizations for 
example, are dependent upon immedi 
| note the obj their organizations. good publicity, 
ately connote the object fristmas Seal with the National Tuberculosis Awo 


iation, and of the March of Dimes . 
tie Paralysis, has become as clear in the minds of the public as similar brand 
—— rer mcd us qn 'emergency aspects. of its 
ren's Emergency 

program were over and it became a permanent long range organization under 
the name United Nations Children's Fund, the f short 
identification "U.N.LC.E.F." because it had become so firmly fixed in the 


minds of the peoples of the world. 
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Special education in a strictly professional sense does not have the same 
need for general name identification, but there are numerous ways in which 
such specific identification is desirable in order to standardize certain termi- 
nology in the minds of the general public to the point where these words as 
symbols of expression provoke similar connotations. Among such terms are 
‘exceptional child’ rather than ‘crippled children’, and ‘cerebral palsied' rather 
than ‘spastic’. 

In seeking valid publicity of the term identification type, however, pub- 
licity per se is much more important in meeting the general objectives of 
special education if it is used as but one of a number of methods of profes- 
sional, parent, and public education. Continuing to strive for publicity 
for publicity's sake rather than making publicity a part of a planned public 
education program is to scatter the shot and waste ammunition. It may get 
scores of newspaper stories and radio spots, but it is only meeting a part of the 
objective. 


Newspaper AND MAGAZINES 


Two of the most readily available and effective mass media to promote 
special education are newspapers and magazines. The special educator's role, 
whether hé is acting as a representative of the school system itself or of a 
professional organization such as the International Council on Exceptional 
Children, is getting the newspaper or magazine interested in special education 
and providing them with material. Before contacting your local newspapers, 
first consult one of the many available books on public relations techniques 
in your local library. The journalism teacher in your local high school or 
college will also probably be very glad to discuss public relations techniques 
kc 2 And be sure you have thought the ‘whys’ of your objective. 
dé vani y en education programs receive the most attention when one 

e national or a local voluntary organization concerned with services to 


the handicapped are conducti i isi i S 
t p 'es S 
usually lave Rad some & ing their fund-raising drives. Such group 


fessional public relation 
to handle the mechani 


Mese some of the activities in special 
your school which are worthy of publicizing and in which 
Positive side would aid in spreading public understanding. 

n programs in their relationship to special drives for heart 


in such projects and PR education are disappointed when they cooperate 
then find the side of the story of what is being done by 

organizations to play up the needs. | Ed ag desire of the volui i 
disappointment that credit į CO eh instances, there is frequent y 
pens, your sense of true NN given where credit is due. When this hap 
for your job then is public or human relations really comes into focus, 
2 attempting to show those responsible that emphasis on 


MASS MEDIA IN SPECIAL EDUCATI 


the positive side is desirable not only from your point of view but from theirs 
as well. Even though you may at first resent the efforts of the professional and 
voluntary workers in these organizations to ‘take advantage’ of your school 
program for what you may interpret to be their own ends, working closely 
with them will result in the type of desirable public relations that promotes 
both your objectives and theirs, for those objectives in the last analysis are the 
same. 


Do not, however, limit your public relations program to working with the 
voluntary organizations during their campaigns or to such special weeks as 
Education Week or National Employ the Physically Handicapped Week. 
Study your newspapers carefully. Consider the special departments such as 
the women’s page, home page, book reviews, school page, sports news and 
other, and the possible angles that might be of interest to the readers of those 
sections. For example, the sports page editor may be interested in your 
recreational program for exceptional children. The editor of the women’s 
page may want to write up the homemaking activities you conduct, or the 
school page editor may want to do a column on career opportunities in 
special education. 


When you have developed an idea which you think may be of interest, 
make an appointment with the editor of that particular page of the news- 
paper, and invite him to visit your school. Remember the editor is the judge 
of what is news. Don’t try to force stories on him. Even if you happen to 
know the publisher’s wife, go directly to the person at the paper who is 
responsible. By pressure methods you may gain your immediate objective 
on a particular story, but advancing public understanding of the handicapped 
and of special education is a long range program. Don’t jeopardize your 
chances for future interpretation. 


Don't try to use the high pressure methods you may sometimes see depicted 
in motion pictures or books about newspapers or public relations. Newspaper 
people are familiar with such tactics. There is no substitute for sincerity and 
facts in telling your story to anyone, particularly an experienced editor or 
reporter. The newspaper editor or reporter may be depicted in fiction as a 
hard-boiled, cynical person; but in reality, he realizes the great responsibility 
he bears in the selection, presentation, and analysis of news. He usually is a 
person with a high degree of civic consciousness and social responsibility who 
will be deeply interested in aiding in any way possible the advancement of 
public understanding of the problems of and programs for exceptional 
children. 


As a professional teacher, you will probably never have occasion to prep, 
or send out press releases concerned specifically with announcements abo} 
your own school. Each local chapter of the International Council on Exce 
tional Children and other professional organizations, however, should ha 
a public relations committee and a single person who has the specific T 
sibility of seeing that professional news of his organization s activities i 
available to the press. If you bear that responsibility, consult one 
books from the library on the technical aspects of preparing press r 
But remember in preparing such releases that you are concerned with 
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education. Attempt to include some general information material in your 
release. For example, instead of just a simple meeting announcement, give 
your president or chairman a quote of this type: 


The Blank Blank Chapter of the International Council for Exceptional Children will 
hear Dr. John Doe, Professor of Pediatrics, Upstate Medical College, speak on ‘New 
Developments in Cerebral Palsy’ at a public meeting at the library of the Blank Blank 
School, Independence and Fourth Avenues, Tuesday evening, February Ist, at 8:00 P.M. 
In announcing the meeting, Miss Mary Moe, chapter president, said, “Although medical 
science cannot prevent or cure the condition known as cerebral palsy, experience has 
shown that through therapy and special education much can be done to aid the cerebral 
palsied, particularly if treatment, training and education are started early enough". 


Thus, if the newspaper carries the quote, in addition to the necessary facts 
about the meeting, the readers will have learned several basic concepts con- 
cerning cerebral palsy. 

When a particularly effective news story or feature has appeared, write a 
note to the publisher or editor or reporter who prepared the story telling him 
of the number of comments you have received on the story and how helpful 


it was. Newspapers like to know their stories have received attention and 
have made a social contribution. 


Don't be disappointed if some of the releases you send the newspaper are 
not used. The editor has many factors to evaluate in selecting which stories 
are to be published or to receive special attention. An announcement of a 
meeting may not get in today, but it may the next time you have a meeting. 
Your job is to furnish clearly typed, factual releases of your organization's 
activities to him. His job is to decide whether they should be printed. 

When you are releasing a story which has particular interest, send a photo- 
graph if one is available. Be sure the photograph is one which has spot news 
value or pictorial interest and will amplify your news release. 


a photograph. Cooperate with the photographer if they send one, but don’t 


try to tell him what type of picture to take. That is his business. Yours is 
special education, 


These same principles in arrangin 


: D g for stories in newspapers should also 
be followed in contacting and wor! fum 


king with magazines, 


Rapro AnD "TELEVISION 


vision are specialized fields, and those who plan 
television programs recognize that in all 
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try to plan a program or write a script. You can't do that, anymore than the 
radio ad television specialists can teach blind, deaf, or orthopedically handi- 
capped children after reading the other chapters in these two volumes. 

For spot news programs, send the news editor of your local radio and 
television stations the same releases you send to the newspapers. For other 
programs, make an appointment with the station's program director or those 
responsible for the production of certain programs, and then approach them 
in the same manner you approached the editor of the newspaper. Tell them 
your story simply and sincerely, bringing in as much factual and human 
interest material as possible. They will be able to suggest the treatment of 
your story if it commands their interest. Again, remember, it is your respon- 
sibility to make the contacts and present the material. It is their responsibility 
to evaluate the material and suggest the best method of treatment. 

Listen to a certain radio program or watch a certain television program 
critically over a period of several broadcasts before you approach the station. 
Be thoroughly familiar with the format of the program before you make your 
appointment. If it is a women's show, a breakfast human-interest show, or 
a program featuring interviews or roundtable, be sure you have the names of 
some locally prominent persons who have already agreed in advance to partici- 
pate. Remember also that radio and television programs are planned for 
some time in advance. 

If arrangements are made for a broadcast, send out postal cards to your 
membership and other interested groups telling them about it. As you did 
with the newspaper editor, write the persons responsible for the program a 
letter of appreciation after the broadcast. Suggest to your colleagues and 
friends that they, too, write expressing their interest. 

Both in newspaper and in radio-television approaches, you may be able to 
tie in stories on special education with local fund raising programs. During 
the March of Dimes, Easter Seal, Christmas Seal, or other campaigns, con- 
tact the persons in charge of publicity for these drives and discuss with them 
the possibilities of feature stories, picture spreads, and radio and television 
programs on the part that special education plays in the rehabilitation of the 


patients with whom the particular campaign is concerned. 


SPEAKERS 


Although newspapers, magazines, radio, and television provide the most 
effective means of contacting large groups of persons, probably the most 
effective methods of a concentrated approach to a small group is through 
lectures, demonstrations, discussions, and similar meetings. In your commun- 
ity there are scores of professional groups such as public health, nursing, medi- 
cal, personnel, education, social work and safety organization; civic groups; 
church organizations; parent teachers groups; employer and employee groups; 
women’s clubs farm organizations and others to whom you could profitably 


tell the story of special education. 
Make certain that before contactin 
to tell, but that you have someone w 
to use a member of your own group 
or adult who previously participate 


g such groups you not only have a story 
ho can tell it effectively. You may want 
who is a good speaker, an older student 
d in a special education program, the 
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parent of a child whe has benefited from a special education program, or 
some other interested and informed person. But remember the old adage of 
‘the proof of the pudding’; be sure your speaker not only knows the subject 
but can hold the interest of your audience and get over the information you 
want covered. An outstanding orthopedic surgeon, a clever prosthetic techni- 
cian or even an able classroom teacher or supervisor of special education is not 
necessarily an effective speaker for such groups. 

There are a number of excellent films, film strips, and slides which can be 
used in connection with such meetings. Familiarize yourself with them so 
you know which visual materials would be of interest to different groups. 
Demonstrations by the children themselves, when they are well done and in 
good taste, are growth experiences for both the children themselves and the 
audience. As with radio and television, let your members know about such 
meetings if they are open to the public. 

With the current shortage of teachers, it is the responsibility of all in 
education to help interest qualified young men and women to consider teach- 
ing as a career. ‘This is especially true in special education and the professions 
of physical therapy, occupational therapy, and speech and hearing therapy. 
Effective aids to this goal are films, talks, demonstrations and discussions to 
Hi-Y Clubs, Girl Reserves, 4H Club groups, Y.M.C.A. and Y.W.C.A. 
meetings, church and school groups and other organizations of youth and 
young adults. 

i Meetings, exhibits and public demonstrations may also be held in connec- 
tion with voluntary agency fund campaigns, National Employment of the 
Physically Handicapped Week, hobby shows; fairs, and other public gather- 


ings. 


A Last Worn 


In all of your public relations activities, don’t be reticent about asking for 
help. After hearing your story, most people will recognize the importance of 
special education and will want to help you tell its story. But remember that 
factual knowledge and sincerity go a great deal further in your contacts with 


the press, radio and television and community groups than some ‘so-called! 
public relations techniques. 
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COORDINATION OF THE SERVICES d 
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Today, and probably in th 
tional i : : tary agencies. 
understanding of the contributions of both official and pn Mec 
i i city, state, and Federal, county, siderable 
setup. These agencies may be ve E 
Present methods of organization, Mane. E 
State, and local bureaus and departments serve the ex P ficte rk 
bility leads frequently to c Likena 
with the result that the exceptional suffer. 
the cost of care and e i 


- ist in every 
Various organized groups exist onal 
pon itself in a nati 


: are 
dealing with the work with the aang 
uence or scope may be national, intrastate, or 
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investigative and Supportive when 
Bislative angle, There has 
the educational Problems and needs of the exce 
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ties as applied to limited areas rather than to all the exceptional areas as a 
unit. Much legislation has been introduced into the Congress in recent years 
to develop special programs for certain areas. Each session brings in new bills, 
or amendments to existing acts." Legislative provision on a Federal level for 
the exceptional is necessary. But much caution must be used or we will have 
confusion and overlapping of services far greater and more costly than we 
can afford to carry.-? 


Executive, While it is impossible to predict what trends the Federal 
government may take in an age of changing social conditions, it is the present 
and probably the future feeling that in this country the further function of 
the Federal educational action will be coordinating, advisory, and supportive 
in the sense of augmenting state and local financial provisions for increased 
service. Support by grants places the Federal authorities in a strategic posi- 
tion to develop a coordinated and reasonably standardized minimum program 
through the states, with uniform methods of organization and administration, 
yet with full recognition of local needs and preferences.!? 

A threefold program of this kind already exists in the United State Office 
of Education. It functions somewhat as follows: (1) assistance by the 
Office of Education to representatives of various official and voluntary groups 
that deal with exceptional children; (2) assistance to the Office of Education 
by such groups; (3) assistance extended to one another under the guidance of 
the Office of Education, or with its cooperation, by various groups dealing 
with exceptional children in given geographical areas. 

The objectives to which this triple program leads include bringing about a 
better understanding of the educational needs of the different groups of the 
exceptional and fostering a greater coordination of effort on the part of 
national private organizations and state agencies. There is need in all proba- 
bility for the creation of some type of coordinating council for the field of the 
exceptional and rehabilitation such as exists in the National Health Council. 
It is recognized, for instance, that many problems in work with the exceptional 


are common to all areas and closely related. 


It has been suggested that the Office of Education might be of much use 
in handling the following: (1) conducting surveys and making legislative 
and other studies that would be of great value to those concerned with the 
education of exceptional children; (2) formulating suggestive standards for 
teacher training and selection, !^-!* for curriculum, teaching methods, teach- 
ing organization, admission to special schools and classes, state plans of super- 
vision, and for the solution of other pertinent problems; (3) developing more 
extensive ‘on call’ service for informational, advisory, and technical assist- 
ance; (4) promoting progressive movements that involve the following: 
legislation for and enumeration of exceptional children; better provision for 
the care of exceptional children in rural communities; better coordination 
between day schools and residential schools administrative setups that m 
bring the education of all types of exceptional children under the same gen 
direction; inauguration of pre-service training in the essentials of special edu- 
cation of all teachers and continued in-service training which will help them 
to recognize and to take steps toward the correction of serious maladjustments 


in all the children. 
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i rivate control 

Representatives of various groups under state, municipal, or es um 
should cooperate with the Office of Education by: (1) keeping x kic 
respective organizations the needs of all types of exceptional c n 


(2) interpreting the problems of the respective groups to the ae e: E 
tion; (3) suggesting research problems for study; (4) giving anc encoun te 
prompt and complete replies to all requests for information; Ge err 
local organization for the education of exceptional children as : | rM 
all groups under the same administrative direction; (6) La de sis m 
of all existing local organizations in the interest of a c kan € 

This accomplished, state and local organizations, whether officia " bc 
tary, may then be considered as coordinators of action for the excep 


OFFICIAL AGENCIES: 
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The functions of a state department of education!5-?! in handling p on 
cation of the exceptional include: C1) cooperation with Federal € a. 
tary national agencies in promoting national programs; (2) a plan for P 
advice, and help regarding them, and to some extent administration Y pu. 
state programs, always including full recognition of the work of ot ie E 
and voluntary agencies charged with responsibilities in the same E 
(3) consideration of both the general and common problems peculiar to 


a ye A à tions 
or several areas, with the objective of sound, economical, up-to-date solu 
utilizing all available facilities. 


From another point of view,?? 
include: (1) Stimulation of the 
stimulation of educational lead 


» including organizati ; ilities 
tioned; organization of curricula; organization of teacher-training faci dtr 
with definite Cooperation with bot| 


special schools and classes in distr; i e 


expression; (5) supervision of work already organized, including instruction 
and classroom procedure; this 


work includes methods, instructional devices 
and units of work, teaching materials, and equipment; (6) administration, 
including special Surveys, careful supervision of expenditures allocated to the 
education of exceptional children, and general Supervision of the whole state- 
wide program, with due peculiar local needs and problems; 
special education, and the funds with w i 


exceptional; (8) promo- 
] t of state legislati 

ments in community practices 
Preparation, 
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In the final analysis, the objective of any official state organization for the 
exceptional is a completely coordinated program. In 1933 Martens published 
an analysis of outstanding state programs and also certain conclusions. She 
stressed the dangers of a laissez-faire policy where by state functions were 
allowed to develop in a haphazard fashion in one or another division of the 
state government. As can be seen, such policy may result in lack of coordina- 
tion, competition, limited cooperation, and increased costs. No state organiza 
tion can be effective without: “(1) a thorough understanding of the problems 
involved on the part of those responsible for meeting them; (2) wholehearted 
cooperation among all agencies contributing to the final result; (3) adequate 


facilities for carrying on the work."?* 
Following this study, Martens developed a tentative ideal ten-point pro- 


gram, which may be summarized as follows: 


There should be delegation of responsibility for the administration and general super- 
vision of educational facilities for all groups of handicapped to a centralized educational 
authority, represented by the Director of a Division of Education of the Handicapped 
in the State Department of Education. 

The Director should present qualifications along the lines of: (a) general educational 
and psychological background, including considerable personal culture; (b) thorough 
familiarity with educational objectives, curricular needs, and methods for all children; 
Cc) intensive professional training in psychology and in the education of all or most types 
of handicapped children; (d) understanding of clinical practice (medical and psycho- 
logical) diagnosis; (e) successful teaching and supervisory experience; (£) administrative 
ability. Specialized or technical assistance must be given the Director, as required, in 
carrying on a statewide program. There are, in addition to professional qualifications, 
certain personality requirements which must not be overlooked if the Director is to reveal 
true leadership. y 

There should be coordination with other state departments and voluntary agencies 
which render valuable aid. Such agencies include the Department of Health, Department 
of Public Welfare, Bureau of Vocational Rehabilitation, and various groups concerne 
with the social welfare and health of children. Duplication of effort must be avoided. 
Each cooperating agency must make a contribution in keeping with its special field. 

The establishment of a state coordinating council composed of representatives of the 
various agencies involved is probably the best step toward participation of each one in 
matters of common concern. Such a council supplies a channel through which active 
cooperation must be secured. It leads, if properly handled, to a willingness to understand 
one another’s problems, it provides a forum for the discussion of common sm an 
the delegation of responsibility to the organization to which it belongs, and it goes far to 
insure the interest of each agency in the progress of the total Xe t 

The program developed must include consideration of and Posen ‘or eth type o! 
handicapped child, including the physically, mentally, and socially han LET Seu 

The subject of care is the whole child, his physical, mental, and spiritual needs, 
social, vocational, and educational problems. Minucii ond 

The program involves clinical, instructional, f these fields.25 
child, since each cooperating agency has muc 
hieved in presenting various state pro 
f operation and the basic necessity of 
program may be built, giving due 
that are peculiar to the state in- 


There is no particular gain to be ac 
grams in detail. Once the principles o 
cooperation are understood, the actual 
consideration to many special factors 
volved.29-27 ; abl 
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No state can provide a better program than that made senti, b ts 
funds. Furthermore, in some states one group of the Punt require more 
more pressing need of services than others, and its pro 
immediate attention. 
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OFFICIAL AND VOLUNTARY AGENCIES 


The actual building and successful operation of a state program involves 
the work of years. Likewise, in times like the present, when taxation has 
been an overwhelming and protested burden, it is not an uncommon experi 
ence to have an educational program wrecked through unconsidered, short 
sighted, and truly expensive economies. 


OFFICIAL AGENCIES: 
MuniciPAL DEPARTMENTS OF SPECIAL EDUCATION 


Scores of cities throughout the country have developed and are developing 
departments of special education. 

In Section II, Chapter III of this volume will be found detailed descriptions 
of special education programs in Chicago and in New York City. In addition, 
in the various chapters in Volumes II and III devoted to the different areas 
of handicaps, there are a number of readings outlining the services for these 
areas in several metropolitan centers. 

It is impossible here to list all the cities that are now offering programs in 
special education. But a representative list, by no means inclusive, would give 
the following: Boston, Mass.; Springfield, Mass.; Providence, R.I.; Hartford, 
New Haven, Conn.; Albany, Buffalo, New York, Rochester, Syracuse, N.Y.; 
Newark, N.J.; Erie, Harrisburg, Philadelphia, Pittsburgh, Pa.; Wilmington, 
Del.; Baltimore, Md.; Washington, D.C.; Charlotte, Winston-Salem, N.C.; 
Jacksonville, Miami, Fla.; Chattanooga, Nashville, Tenn.; Jackson, Miss.; 
Dallas, El Paso, Forth Worth, Houston, Tex.; Akron, Cincinnati, Columbus, 
Dayton, "Toledo, Ohio; Indianapolis, Ind.; Battle Creek, Dearborn, Detroit, 
Flint, Grand Rapids, Lansing, Mich.; Champaign, Chicago, Elgin, Evanston, 
Normal, Peoria, Rockford, Springfield, Ill.; Beloit, Milwaukee, Racine, Wis.; 
Duluth, Minneapolis, St. Paul, Minn.; Cedar Rapids, Davenport, Des Moines, 
Towa; Kansas City, St. Louis, Mo.; Little Rock, Ark.; Lincoln, Neb.; Denver, 
Colo.; Spokane, Wash.; Salem, Ore.; Bakersfield, Los Angeles, Oakland, 
Pasadena, San Francisco, Calif. 


VOLUNTARY AGENCIES 


Voluntary agencies**?? make a very definite contribution not only to the 
education of any type of the exceptional but also to the welfare of the field 
asa whole. They are of great assistance, too, in providing service which for 
various reasons cannot be rendered by the official agencies. Voluntary agencies 
are more able than official agencies to develop their program as they choose. 
They are better able to select top administrations and change inefficient ones. 
Adequate leadership is paramount to the voluntary agency. Since their 
function is toa considerable extent the dissemination of propaganda, these 
agencies sometimes divert to dramatic but unimportant activities the interest 
and funds that might be employed in some more significant direction. The 
outstanding agencies have survived because of far-seeing programs based on 
cooperation and definitive service programs, a 


OFFICIAL AND VOLUNTARY AGENCIES 


The primary function of voluntary agencies is exploratory, cooperative, 
advisory, and informative. When the chosen field has been studied and its 
needs are determined, a second function arises, the scientific selection of the 
point or points of approach and a determination as to services required. 

The field having thus been determined, and having been justified as meet- 
ing some need, a program must be presented and promoted, perferably on a 
temporary research, exploratory, or demonstration basis? The really far- 
sighted agency is constantly abandoning those products which other official 
agencies can take up and seeking new horizons that may lead to the programs 
of tomorrow. This is a difficult procedure for official agencies, since they lack 
facilities for even the problems of the moment and are limited in the necessary 
time, personnel, or resources for exploratory endeavors. 

Most voluntary organizations are supported by memberships and contribu- 
tions, and they find themselves quite often in direct competition for financial 
aid from sources of funds that are common to them all. They are sometimes 
over enthusiastic to the extent of magnifying problems which are minor or” 
creating ones which do not exist. In addition, they are at times dependent on 
patrons who are peculiarly interested in only one area or problem. Frequently 
it is necessary to offer ‘interesting’ projects for support rather than projects 
that meet basic needs of the work. This is probably due to failure to educate 
the public to the objectives of the work in general. Where publicity has been 
promoted, it has too often been conceived on a sentimental and bizarre basis 
which in the end tends to injure the work rather than aid it.9* 
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INTERNATIONAL COOPERATION 


child so that deviations from the normal will be recognized and accepted as 
‘normal.’ It is also essential that as special educational programs are developed, 
consideration also be given to the need for related medical, vocational and 
social services. 

International programs to aid the disabled are being carried out by the 
United Nations and several related specialized agencies such as UNESCO. 
In addition to these governmental programs, a large number of voluntary 
organizations are interested in special education as a part of their total effort 
to develop international understanding among the various countries of the 
world. 

The different standards of living prevailing in different parts of the world 
must be taken into account when planning a program of international action 
for the handicapped. It is not possible to establish services for the disabled 
until public opinion is such that it will support such measures and there are 
satisfactory hospitals, other health services, schools and social welfare pro- 
grams, as well as facilities for vocational training and employment which are 
all needed in order to provide the comprehensive services required by the 
handicapped. 


Unrrep Nations PROGRAM 


The prevention of disability and the rehabilitation of handicapped persons 
are problems to which the United Nations has given attention. The aim of 
the United Nations is primarily to assist the member governments to establish 
and expand services for the handicapped. This is carried out in close coopera- 
tion with other governmental as well as non-governmental international organ- 
izations. In order to coordinate the activities of the many international 
organizations engaged in work for the handicapped, the Economic and Social 
Council in 1950 requested the Secretary General of the United Nations "to 
plan jointly with the specialized agencies and in consultation with the inter- 
ested non-governmental organizations, a well coordinated programme for the 
rehabilitation of the physically handicapped persons”. This coordinated pro- 
gramme of the United Nations is carried out in cooperation with a number of 
specialized agencies including the World Health Organization (WHO), 
the International Labour Organization (ILO), the United Nations Educa- 
tional, Scientific and Cultural Organization CUNESCO), and the United 
Nations Children's Fund (UNICEF). à 

The Secretariat of the United Nations drafted plans for a comprehensive 
international programme after drawing upon the counsel of representatives 
of the Specialized Agencies at a meeting in February, 1950. The Semana s 
report was submitted to the Social Commission in April, 1950, and the result- 
ing programme was agreed to by the Commission and approved by a resolu- 
tion adopted by the Economic and Social Council in July of that year. 

This resolution, which is the basis for the present United Nations pro- 
gramme, seeks to establish a broad, coordinated programme for the social £i 
habilitation of the physically handicapped. The salient points of the resolu- 
tion are: 

l. Joint planning with the Specialized A 
interested non-governmental organiza 


gencies and in consultation with the 
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international programme for the rehabilitation of physically handicapped 
persons; 
2. Providing fellowships, scholarships and experts under the regularly estab- 
lished United Nations programmes; 3m 
3. Expanding facilities for the dissemination of information on rehabilitation 
and the preparation of training materials. i , 
The resolution also recommends to the member governments of the United 
Nations that they: (1) continue their efforts in the field of rehabilitation; 
(2) consider establishing or encouraging governmental or other organs to 
take the lead in studying and solving the problems confronting physically 
handicapped persons; and (3) consider appropriate measures, including legis- 
lation, for helping physically handicapped persons to solve the special prob- 
lems with which they are faced. : 
Several steps have been taken to ensure the cooperation and coordination 
Which is essential to the United Nations programme. A special unit was 
established in the Bureau of Social Affairs of the Secretariat of the United 
Nations; the unit, of which Mr. Kurt Jansson of Finland is Chief, serves a 
coordinating function for international programmes for the handicapped. 
There is also a Technical Working Group composed of representatives chosen 
by the United Nations and interested Specialized Agencies, which is charged 
with planning the implementation of the coordinated program. The Social 
Commission reviews the program when it meets every two years and makes 
definite recommendations for future action. 


SPECIALIZED AGENCIES 


The coordination of activities provided by the Secretariat of the United 
Nations is extremely important because, as indicated above, the programs of 
several other international, int 
for the handicapped. Some of the interest and activities of these specialized 
agencies affiliated with the United Nations are indicated here. 
handicapped is a matter of particular concern to 
the United Nations Educational, Scientific and Cultural Organization 

à primary concern of UNESCO is the development 
of educational systems and opportunities for all adults and children, the 


children. 


. The United Nations International Children's Fund CUNICEF) has pro- 
vided supplies and equipment to various nations to aid in the development of 
pilot services for handicapped children. The health of millions of children 
throughout the world has been improved through UNICEF's mass campaigns 
against tuberculosis, yaws, trachoma, and malaria and by the Fund's work in 
the development of maternal and child health centers in remote areas. 


INTERNATIONAL COOPERATION 


Fellowships and scholarships provided by UNICEF have enabled a number 
of persons to secure training in services for handicapped children. "Technical 
guidance in the planning and execution of UNICEF activities is provided by 
the World Health Organization. 


The World Health Organization has been especially effective in the pre- 
vention of disability through campaigns against various infectious diseases. 
By means of training fellowships, the assignment of expert consultants and 
the sponsoring of technical meetings, the WHO has done much to advance 
the level of medical rehabilitation in many areas of the world. 


In 1951, the World Health Organization established a Joint Expert Com- 
mittee on the Physically Handicapped Child. Organized with the participe. 
tion of the United Nations, the International Labour Organization and 
UNESCO, the Committee met in Geneva, Switzerland in December 1951. 
The participating agencies selected twelve experts from several countries and 
various professions including education, medicine, and social work. The 
Committees report emphasizes that the central problem is to bring the 
necessary professional services and facilities to the handicapped child, without 
disturbing the equilibrium of normal growth and development. The integra- 
tion of services, — medical, educational, social and vocational, — is considered 
as a basic prerequisite of adequate care, and the need to relate programs for 
handicapped children to services provided for the community as a whole is 
stressed. In its report the Committee discusses special education as a right as 
well as a necessity for the handicapped child and urges that adequate stan- 
dards be maintained in the selection and training of teachers to work with 
impairments. 


The World Health Organization also convened an Expert Committee on 
the Mentally Subnormal Child which met in Geneva in 1953. The report 
of this Committee emphasizes preventive and remedial measures which can be 
carried out during childhood and the need to provide adequate educational 
opportunities and special facilities for subnormal children of school age. The 
principles set forth in this report provide a sound basis for further action for 


this particular category of the handicapped. 


The International Labour Organization CI n i 
the problems of disability and particularly the prevention of industrial and 
vocational accidents; it has also done valuable work in the development of 
vocational guidance services and training and placement of disabled persons. 
In recent years the ILO has given attention to the preparation of a proposed 
international recommendation concerning vocational rehabilitation of the 
disabled. This recommendation recognizes the need for special provisions for 
disabled children and young persons and specifically recommends that voca- 
tional rehabilitation services for disabled children and young persons of 
school age be organized and developed by the education authorities in coopera- 
tion with those responsible for vocational rehabilitation. x 

It is also urged that education programmes take into account the specia 
problems of disabled children and young persons and their need of opportuni- 
ties equal to those of non-disabled children and young persons to receive 
vocational preparation best suited to their age, abilities, aptitudes and interests. 


LO) has long been interested in 
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VOLUNTARY ORGANIZATIONS 


Many international non-governmental organizations (NGOs) are inter- 
ested in extending services to the handicapped although this interest is 
usually incidental to the main purpose of the organization. For example, in 
1953 the World Association of Girl Guides and Girl Scouts held in Finland 
a training course concerning work with the handicapped. More recently, 
the Boy Scouts International Bureau has established an International Advisory 
Committee on Scouting with the Handicapped. Both of these organizations 
are developing programs to enable handicapped children to participate more 
fully in informal education activities. . 

Cooperation between the various non-governmental international organi- 
zations and the governmental programs is facilitated by the Conference of 
World Organizations Interested in the Handicapped. This Conference held 
its first meeting in Geneva, Switzerland in October 1951 and has subsequent- 
ly met at the United Nations Headquarters in New York in February 1953 


to provide liaison between the non-governmental organizations and the United 
Nations and Specialized Agencies; and to develop cooperation among the 


meetings. The diversity of interest in inte 
handicapped, is indicated by the number of o 
including: World Veterans Federation, 
Trade Unions, The World Council for the Welfare of the Blind and the 
International Catholic Child Bureau, the World Federation of Mental Health, 


INTERNATIONAL SOCIETY ron THE WELFARE or Cnrppr.Es 


The International Society for the Welfare of Cripples is a federation 
of national volu 


d ntary organizations in thirty countries which provide services 
for disabled persons. The Society, founded in 1922 as the International Soci- 


INTERNATIONAL COOPERATION 


ety for Crippled Children, has been for more than thirty years the principal 
international voluntary organization concerned with the medical, educational, 
social, and vocational problems of handicapped persons in all parts of the 
world. An extensive program is maintained to promote the exchange of infor- 
mation concerning services for the handicapped, to stimulate the development 
of programs to provide such services and to provide assistance to persons 
and organizations throughout the world interested in the welfare of the 
disabled. 

The functions of the Society on the world level include publication and 
film distribution programs, assistance in the international exchange of experts 
and students interested in services for the disabled, guidance in the develop- 
ment of voluntary programs, and the holding of international meetings. The 
Society works in close cooperation with other international organizations and 
particularly with the United Nations with which it has consultative status 
granted by the Economic and Social Council. 

The World Congresses held by the ISWC every three years serve to bring 
together persons from all parts of the world who are interested in special 
education, as well as other professional persons engaged in work for the 
handicapped. The Fifth World Congress of the ISWC held in Stockholm in 
September, 1951, was attended by a number of educators, and the program 
included consideration of “Education of the Crippled Child”; various papers 
concerning this subject were presented at the Congress. Again at the Sixth 
World Congress held at The Hague in September 1954, papers were pre- 
sented concerning the development of “Special Schools for the Handicapped.” 

The Society's Committee on Education for Crippled Persons serves as a 
specific means for the exchange of information concerning educational pro- 
grams. The members of this Committee live in various parts of the world and 
are particularly interested in the problems of education. 


Merxops oF ACTION 


In order to carry out international programs to aid in the development 
of more adequate services for the handicapped, various methods of action are 
used. All these programs aim to stimulate and assist the development of 
services and in order to do this, organizations are needed. In fact, the estab- 
lishment of organizations, local, national, and international, is an important 
part of the work being done to stimulate services and more attention needs 
to be given to type of organizations needed, the purposes of existing organi- 
zations and their relationship to each other. An organization, however, is 
merely a means to an end, and perhaps more important is the methods used 
by the organizations to achieve their purposes. 

The methods of international action for the handicapped are not particu- 
larly new, for they are the same methods used within nations to secure the 
improvement of educational and other services for the handicapped. What is 
new is the increased use of these methods on a world-wide basis. x 

Special educational services for the handicapped usually are, and certainly 
should be, a local responsibility. The principal aim of international programs 
is to encourage the local acceptance of responsibility and to help make it pos- 
sible for organizations within nations to provide the best possible services. 
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In international programs the media used to achieve this aim includes inter- 
national conferences, "publications, films, and study and observation in a 
foreign country. International agencies try to assist in the development of 
more effective national and local organizations and in the preparation of 
well-qualified personnel to provide better educational services. 


INTERNATIONAL CONFERENCES 


Since there is no international organization devoted primarily to the 
educational problems of exceptional children, the need for exchange of infor- 
mation and experiences in the field of special education must be met by other 
groups. The large number of international meetings held in recent years 
which have given consideration to these problems of education attests to the 
real interest which exists and the desire for current information. The follow- 
ing are some examples of the meetings which have been held: 

The International Union for Child Welfare, because of its general interest 
in all problems of children, has given particular attention to the matter of 
education of handicapped children. A conference of experts on the educa- 
tional problems of Orthopedically Handicapped Children was held in Gen- 
eva, Switzerland in February, 1950, under the auspices of the IUCW in 
cooperation with UNESCO. Representatives from seventeen countries at- 
tended this meeting. The conference emphasized that handicapped children 
need integrated medical, educational and other services to enable them to 
develop their abilities and be effective, contributing members not only of their 
communities and nations, but also of the world. 


An International Study Conference on Child Welfare was held in Bombay, 


India in December, 1952, under th hip of ional Union 
For Child Welfare dnd ee € sponsorship of the Internationa 


: e All India Save the Children Committee. A special 
session of the conference, held in cooperation with the International Society 


for the Welfare of Cripples, considered “The Care and Education of the 


on Physically Handicapped Children for Co 
in Jamshedpur, India in December, 1950, 
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ject “Treatment and Aftercare of Physically Handicapped Children". This 
course was attended by 49 persons from seven countries (Austria, Finland, 
France, Germany, Greece, Italy and Yugoslavia). Teams of persons attended 
from each of these countries including educators, doctors, therapists and social 
workers. This course was jointly sponsored by the United Nations, World 
Health Organization, and UNICEF. : 

An International Conference of Educators of Blind Youth was held in 
Bussum, Holland in the Summer of 1952. The Conference gave consideration 
to the education and social needs of the pre-school blind child, the needs 
of the average blind child, and other related problems. Resolutions adopted 
by the Conference set forth specific recommendations concerning various 
aspects of special education for the blind. It was decided that the confer- 
ence be continued as a permanent organization under the name of the Inter- 
national Conference of Educators of Blind Youth, and an Executive Com- 
mittee consisting of representatives of eleven countries was established. 


Tue CHALLENGE ro SPECIAL EDUCATION 


Each professional group devoted to serving the handicapped has an obli- 
gation not only to improve its own knowledge and techniques, but also to 
contribute to wider efforts being made to increase and improve services for 
the handicapped in all parts of the world. Education is an integral part of 
the total international effort which is being made, and special educators have 
a responsibility. not only to aid the development of educational programs in 
their local communities but also on the national and international levels. 

In many communities of the world which are now designated as ‘under- 
developed’, services for the handicapped begin with special activities in the 
schools for pupils with mental and physical limitations. In many countries 
where services for the handicapped have not existed in the past, the first symp- 
toms of an awakening interest in social and education problems is the appear- 
ance of special education programs. The best results will be secured from 
these new efforts only when maximum use is made of the experience of other 
parts of the world where such activities are more fully developed. In order 
to do this, professional people must develop and support international organi- 
zations which facilitate the exchange of information and experiences. 

All truly professional people are now recognizing more clearly than ever 
before that their responsibilities are not met by programs and organizations 
that are limited in scope to a single community or nation. Indeed, it has been 
suggested that international understanding will come about more rapidly 
through the development of world-wide groups of particular professional 
persons than through governmental programs. Such international ea 
tions make it possible to serve others in a wide area and also to benefit from 
the experience of others. 


Although special educators have ma 
national efforts in the past, no real or concerted effort has been made by the 


workers in the field of special education to develop a truly ea 
Organization. The sum total of international effort in this field has been 


quite limited in comparison to the magnitude of the problem. It is to be 


hoped that more effective ways can be developed so that those in the field of 


de valuable contributions to inter- 
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special education in all parts of the world can share their knowledge and 
benefit from the experience of others. f 

In developing special education programs, some thought can well be given 
to the question as to whether it is primarily a problem confronting one 
school, one community, one province or a single nation. When one is faced 
with many immediate and difficult problems in the home community, it is 
difficult to consider at the same time the problems of a distant community. 
It frequently happens, however, that the solution to local problems can be 
most readily found by looking to the experience of other places. For several 
centuries the United States benefited by the experience of other places, 
particularly European countries, and the feeling of superiority which many 
persons in the United States now possess does not prevent the honest seeker 
of improvement to “go abroad” for new and different ideas in the same manner 
as followed by their forefathers, . 

Each profession devoted to serving the disabled is called upon to make its 
contribution, not only to the improvement of its own knowledge and tech- 
niques, but also to the general organization of effort to increase the services 
which are available to the handicapped in every part of the world. Special 


education, as a profession performing a fundamental role in the rehabilita- 
tion of the disabled, has an 


differences between people be recognized. For this reason, special education 
tion to make internationally, for one of our most 
lems is to recognize and apply this philosophy of 
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tion in exploration. In the field of special education it is gratifying whee 
to feel that a sincere effort to explore the many problems that face the 
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Earlier we discussed the general problems of adequate census and case 
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, and the importance of special educa- 
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Granting that reasonably accurate or practical methods of census and 
classification are in operation, then the question of servicing becomes not only 
immediate but imperative. 

Such servicing will have complete success only under conditions that assure 
full coordination or the child's program as affected by his home, community, 
church, school, physicians, and all other individuals concerned with his case. 

While accepting always the doctrine of control by the best agencies avail- 
able, it should also be an accepted concept that whenever possible the school 
ought to be that agency.!° Far too frequently it is not. There are, of 
course, duties which no parent nor home should delegate to others. It must 
be recognized, however, that most parents have had little professional experi- 
ence to draw upon for techniques in dealing with the specific problems of the 
exceptional, and that in the past there have been available few private 
advisors with the essential training and experience the community is likely 
to provide through its schools. 

A vital function of the parents is, therefore, one of cooperation in an 
endeavor to make the teaching processes fully effective. Compared with the 
school, the rest of the community, including the medical profession, has little 
contact with the child. The school, accordingly, should be readily recognized 
as the best coordinating agency, and the entire program for the exceptional 
should be planned around it. 

Many of the problems that arise among the exceptional, in both sparsely 
and in thickly populated areas, are no different, except in degree, from those 
to be met among normal children. Yet such problems are often overempha- 
sized by those who deal with these deviates. In any rural locality or in the 
outlying districts of a city, medical service, particularly of a highly specialized 
type, may not be easily available. Likewise, the school, even though con- 


venient in situation, may have but meager remedial facilities. In the case of 


à consolidated rural type of school, transportation problems may be involved. 
h non-handicapped and exceptional 


Here the chief difference in dealing wit 

children, at least in the physical types, is that the latter may be somewhat frail, 
and therefore travel back and forth to school, clinic, and elsewhere more 
difficult. 

Problems concerned with meager local provision of any sort are logically of 
interest to city, state, and Federal bureaus or agencies. They are of interest 
also to those voluntary agencies that may employ propaganda to ensure greater 
flow of public funds, or to provide the needed service through private funds 
on a demonstration or permanent basis. Either of these tasks is going to be 
increasingly difficult unless taxation of the donors and diversion of public 
funds for other and possibly less meritorious purposes can be definitely 
reassigned. 

We now turn our attention to t 
field of Special Education in our era. 


he most important problems facing the 
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time for the child's education and necessitating a minimum of time in getting 
to and waiting for medical service. (4) Medical diagnosis and treatment are 
sought in rehabilitation centers, sheltered workshops, hospitals, sanitaria, and 
institutions for the mentally ill. 

There is no reason for the opposition to such services which exists on the 
part of certain medical groups, provided there is no interference with relation- 
ships existing between the private practitioner and his patients.? In most 
instances, a clear understanding with the local medical society will secure 
not only valuable advice in setting up such medical services but also splendid 
cooperation in operating them.®:?° 

In most communities, public clinics are not geared to take expeditious care 
of school-age exceptional children. And even if such service were expeditious, 
the school usually does not have the personnel to supervise the children 
properly at the clinic. 

In many instances, as in the case of the severely handicapped, there may 
be definite inability to pay for the highly specialized and expensive medical 
and allied services over the long period of time usually required for the 
needs of these severely handicapped. Few private physicians can afford the 
type of special equipment needed in many of these cases, and few patients can 
afford to pay the fees necessary for the special services. Nevertheless, unless 
these services are provided, and are continually available, certain types of 
exceptional children are distinct and definite sufferers, and eventually the 
public itself is handicapped by their physical limitation.** 

Two types of specialized services are needed for the severely disabled re- 
quiring continuing treatment: (1) periodic checkups both of special defects 
and of general health; (2) emergency service. 

Few physicians realize to what extent the education of the exceptional, 
including the mentally and socially handicapped, is medically controlled. 
In work with the exceptional, not only is the bond between the physician 
and the educator closer, but also the understanding and cooperation are much 
better than they once were,!* although still meriting closer cooperation and 
understanding. Proof lies in the fact that the exceptional child who has 
undergone a combined medical and educational program emerges into the 
world of economic and social activity surprisingly able to compete with so- 
called normals, both in health and training. 

Actually, the medical service in schools is 
exceptional, in terms of planning, personnel, and accomplishments, than it is 
for the non-handicapped. Frequently the highest-grade specialists serve as 
consultants at minimum fees or even as dollar-a-year clinicians. Here the 
‘team’ approach is most important and should work. 1 

In general, the teacher appreciates the value of this service to her pupils 
and cheerfully shares the child's time with the physician, even though she 
often wishes she knew more about the physician's recommendations and 
point of view and that clinic appointments interfered less with her classroom 
program. These opposing claims on the pupil's time form one of the com- 
monest conflicts between the classroom and the health office. Ordinarily, 
the relationship between the physician and the educator is a happy and 
cooperative one; and it is now recognized by the medical profession that the 
educational program is actually therapeutic in nature, especially in those 


often much better for the 
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phases dealing with mental hygiene, and that it therefore adds greatly to the 
success of purely medical measures. 

here are certain common problems of a medical nature that exist all 
through the work with the exceptional. Some are being well handled with 
considerable understanding, and others poorly treated. 

The first of these problems is the extent to which specialized medical 
service should be furnished to the child at his school. No one denies that 
specialized medical service is necessary, often for the entire period of the 
child's life. Not only the high original cost of this service but the long 
period over which it must continue places it beyond the current budgets of 
schools and the purses of families with even liberal incomes. For this reason, 
such care is recognized as a community responsibility, without relationship 
to or establishment of any precedent in regard to so-called state or socialized 
medicine. 

Without doubt the most convenient place to serve the child is at the 
school. He is there most of the week. He can be reached there easily at nearly 


state, and community of such medi- 
provisions in the various Federal, 


Services, even if time is wasted, thereafter. *:1^ 
failure of many persons to recognize that education 
erapy. Often this serves as mental hygiene. 


children under pro 
that require solution, Protectin 


MEDICAL SERVICES 


portant factor in any program, even though the exceptional child must have 
some understanding of his own problems in order to cooperate and to face life 
realistically.!9 

A sixth problem involves a subtlety of judgment between protecting an 
exceptional child against injury or delayed medical improvement on the one 
hand, and overprotecting him on the other, with a resulting development of 
laziness, lack of self-reliance, and even neuroses. The exceptional child will 
eventually have to face the competition of the non-handicappd and must learn 
to live in the society of his time. 

A seventh medical problem is that of control of fatigue. It is educational 
folly to believe that an exceptional child can, in a school day of fewer hours 
than that of a non-handicapped and with interruptions in certain types 
of cases for medical and allied service, cover the same ground as the so-called 
normal of similar mental capacity. Yet this is often attempted, without con- 
sidering the fact that each child has an individual factor of safety and that 
the first objective in the education of the exceptional is that he have as good 
health as possible, both at the present time and, if possible, in the future. 

An eighth problem involves the cooperation of the family and the home 
in medical as well as in educational programs. The answer lies, of course, 
in parental education- properly directed, plus definite professional follow- 
up into the home. 

A ninth problem comes from one-track thinking on the question of whether 
special programs and classes are needed and determining which children 
should or should not receive them. Such matters cannot be settled on medical 
bases alone, since they also involve practical problems of educational admin- 
istration. Accordingly, a pronouncement in regard to certain types of children 
may be sound enough medically, but not produce the expected and desired 
result in terms of protective care or health when applied practically. It is by 
no means certain that the existing programs for children with special health 
problems should be abandoned, even though it might seem medically sound to 
do so. There is no dispute as to the services needed. Only the mechanism of 
providing them is under discussion. Time and experience will bring a solu- 
tion that is satisfactory, since it is well recognized by those who actually deal 
with the exceptional that the best practices result from the conference table 
at which all interests and points of view are represented. | y 

A further problem is the provision of adequate occupational and physical 
therapy services.?!-?* The American Medical Association. notes that the 
following types of technicians are most commonly required by hospitals and 
the medical profession: clinical laboratory technicians, X-ray technicians, 
physical-therapy technicians, and occupational therapists. The last two are 
of special interest to the educator of the exceptional.?5.2* : ^ 3 

Physical-therapy technicians are employed not only in hospitals, but in 
institutions and schools which deal with the exceptional, where they render a 


most important service. lt is generally felt that the preliminary training O 
these technicians should follow the standards set by the American Physical 
Occupational Therapy Associa- 


Therapy Association and the American Occupa’ i 
tion.?-91 Physical-education teachers are trained in some of the pan 
used in physical therapy, as also are nurses. Since the services of Ej p nid - 
therapy technician are of a highly specialized nature and are carried out under 


MEDICAL SERVICES 


84 


the direct supervision of a physician, teacher-training institutions for the 
exceptional have not seen fit to affiliate any of the various training schools 
for these specialists. It is a question whether the general educational require- 
ment for degrees in teacher-training institutions would benefit this group 
particularly or improve their chances of securing positions or subsequently 
of rendering more valuable service. 

On the other hand, occupational therapy is distinctly more educational in 
nature and involves definite educational techniques. This may eventually be 
accepted as part of the training program of departments of education of the 
exceptional in teacher-training institutions. 


14. 


15. 
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Handicapped students, except for their defects, are normal human beings 
who are subject to all types of illnesses and respond to therapy in the same 
manner as other individuals. The majority are interested in being taught 
how to help themselves and to be of value to the community in which they 
live, regardless of their inability to see, hear, talk or walk properly. The health 
of these students must be constantly observed and protected in order to per- 
mit an uninterrupted course of study. Keeping them in a satisfactory physical 
condition presents an important problem to all medical and nursing staffs 
affiliated with these special schools of learning. The cooperation of the 
teachers, house supervisors and social service workers is essential. 

People of all ages with disabilities present problems that are definitely 
characteristic of individuals who know that their sensory or motor organs are 
damaged and react in proportion to the degree of impairment. Although 
these students wish to be treated as normal people and resent any reference 
to their handicap, they are, nevertheless, subconsciously cognizant of their 
impaired status and reveal great concern about any additional attack upon 
their physical condition. This emotional behavior is the same regardless of 
whether the handicap occurred congenitally or was acquired later in life. 
Therefore, in addition to medication and kind words when sick, all ailments 
should be minimized regardless of their gravity and reassurance given of a 
speedy recovery. Illness will produce interruptions in their studies which in 
turn create problems for the teachers, Any absence from their classrooms 
frequently requires personal assistance to bring them up to date, whereas 
non-handicapped students can help themselves. 

Competent nursing care is of the utmost importance and should be avail- 
able day and night whenever students are in the school, dormitories or on 
the campus. A nurse should be kind, tolerant, qualified in first aid to handle 
all kinds of emergencies, and must gain the confidence of the students so 
that they will never hesitate to consult her about their health. She assists the 
medical staff with the examinations and treatments of the students and 
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executes their orders for any follow-up care. A nurse's clinic should be 
arranged at a certain hour daily to permit students to go to the infirmary for 
any prescribed medication, various minor complaints, change of small dress- 
ings, et cetera. The nurse is required to keep a folder with a complete health 
record of each student in the infirmary as well as a daily register listing the 
names of the students seen, their disability, treatment, time of visit and dis- 
position of each case. A nurse’s report must be sent to the principal's office 
every day, and a summary at the end of each month. 

A medical staff consists of a school doctor, dentist, and consultants repre- 
senting each specialty. The school doctor should have at least one clinic 
session each week at the infirmary, and he or his assistant must be available 
at all times when called. A dental clinic should be arranged twice a month 
or more often, depending on the number of students for an annual examina- 
tion and required treatment. Certain specialists, such as an ophthalmologist 
in a school for the blind or an otologist in a school for the deaf, may also 
have weekly sessions throughout the school year. All other consultants whose 
services are not frequently required at the school could be available to the 
students at their offices if and when needed. 

Arrangments with a nearby hospital are necessary to care for those students 
who cannot be treated in the infirmary or transferred to their homes. Friendly 
and co-operative relations with the hospital authorities will prove very helpful 
to the medical staff at the school when the need for hospitalization arises. 

Everyone at the school should be acquainted with the location of the 
infirmary because it is the center for all the health services and its very 
presence produces peace of mind. The students come here for their annual 
physical examination, specialized care, illness, emergencies, trauma and 
minor disorders. Considerable thought and care must be used in planning 
an infirmary that will offer the proper facilities for the type of handicapped 
students to be treated. 


For the most satisfactory results, 
and female sections with separate 


an infirmary should be divided into male 
lavatories and washrooms. It should have 


a waiting room, treatment room and an office which could also double as an 
examining room. A three or four bed room and one or more single bed isola- 
tion rooms in each section are necessary. The infirmary must be light, well 
ventilated, painted in a pleasant color, kept absolutely clean, easily accessible 
and located in the ground floor level. All the rooms should be equipped with 
proper artificial lighting and various means of diversion, such as radio, books, 


toys and games. 

The treatment room should h 
erator for vaccines and other medicatio u 
sterilizer, scale, cabinets for supplies, sterile gauze, bandages, instruments, 
drugs and all other necessities required by a school doctor. The addition 5 
an examining table in the office permits the school doctor to perform a 
routine examinations in this room. However, the dentist, ophthalmologist, 
and various other consultants require special equipment to properly examine 
and treat the students. Such facilities must be made available in the infir- 
mary unless the students can be taken to the offices of these specialists without 


any difficulty. 
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A family doctor will frequently forward a letter recommending that a par- 
ticular medication be continued daily in certain chronic conditions. Such 
advice should be followed as directed and complete assurance given to the 
physician of the fullest cooperation on the part of the school's medical staff. 
'The school doctor is responsible for the health of the students and should 
prescribe all treatment when necessary until the sick individual can consult 
his private physician. If it is impossible to return to his own doctor because of 
a great distance between school and home, gravity of the ailment, emergency 
surgery or any other reason, then the school medical staff treats the patient 
until he recovers. Parents must be notified at once when an injury or ailment 
occurs regardless of the severity of the condition. Their written consent for 
any medical procedure should always be obtained unless it is an emergency. 
Such cooperation among the school, parents and family physician is in the best 
interest of the student and will often help to prevent any discord or lawsuits. 

A complete history is necessary for each student and must include all 
details about his health up to the time of admission. All diseases, their dates 
of occurrence and recurrence, should be listed. Childhood diseases such as 
measles, german measles, chicken-pox, mumps, whooping cough and scarlet 
fever can be recorded but any complications must be fully described. Rheu- 
matic fever, acute anterior poliomyelitis and other ailments that are inclined 
to produce permanent damage in various organs of the body should be com- 
pletely detailed. Any injury, operation or period of hospitalization must also 
be included and it may occasionally be necessary to request a transcript of 
a hospital or a doctor's record in order to thoroughly evaluate the student's 
physical status. It is important to know when the student was vaccinated 
against small pox and injected against tetanus, diphtheria, pertussis, polio- 
myelitis and other contagious diseases. He should be immunized without 
delay if any injections have not been given. 

Every student, on admission, is kept in an isolation room for twenty-four 
hours during which time a nose and throat culture should be examined for 
the presence of diphtheria bacilli. He is checked by the nurse for evidence of 
pediculosis, skin rash, rhinitis or other manifestations of a possible contagious 
condition and permitted to associate with the other students if found to be 
negative. 

A complete medical examination of every student on admission and once 
a year thereafter is absolutely essential. The height and weight are checked 
for normal growth and obesity. The heart may have rheumatic involvement 
and the lungs show signs of a tubercular lesion. Blood pressure readings are 
taken to rule out a hypertensive condition. The mucous membranes may 
indicate an anemia. The spine and posture may require correction for ab- 
normal curvatures. The feet may reveal fallen arches, corns, callouses or a 
fungus infection. The skin and scalp should be checked for a dermatitis. 
Abnormal lymph glands can be palpated in the cervical, axillary and inguinal 
regions. The nose may have a deviated septum or large turbinates which can 
predispose to sinusitis. The ears should be examined with an otoscope for a 
discharge or perforated drum, and the throat inspected for enlarged or dis- 
eased tonsils. The presence of an umbilical or inguinal hernia and the need 
for a circumcision should be detected and recorded. Any abnormal nervous 
manifestations must become part of the record. The functioning of the upper 
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and lower limbs should be tested. A thorough eye examination should be 
done by an ophthalmologist, and the teeth carefully checked by a dentist. 

The examination on admission should include a urine analysis, blood typ- 
ing and Wassermann, Rh factor determination and tuberculin or skin patch 
test for the presence of tuberculosis. An annual X-Ray of the lungs of each 
student must be done, and it is also advisable to have chest plates taken of the 
entire school personnel. The local health department will usually assist the 
school in obtaining the necessary laboratory and X-Ray examinations. 

Abnormal findings and the doctor's recommendations are recorded on the 
student's health form, and the parents should be notified of his advice. If 
they are financially unable to obtain the necessary treatment, the school doc- 
tor may procure these services from the consulting staff or a hospital if so 
requested. The physician's examination must guide the teaching staff and 
coaches of the various athletic teams as to the physical ability of those students 
with cardiac involvement, abnormal blood pressure, anemias, et cetera. His 
judgment must be final in deciding what a student may be permitted to do 
in competitive sports and the gymnasium. 

Being on the alert to prevent or control any outbreak of disease is very 
important, and the medical staff cannot be too cautious. A student who is ill 
should be sent to the infirmary immediately by the house supervisor or 
teacher. He should be kept isolated if the disease is of a communicable 
nature until he recovers or can be sent home, and must not return to the 
school unless examined by the doctor and found free of contagion. All con- 
tacts of the sick student are closely observed and referred to the nurse when 
any signs or symptoms appear. Injecting everyone at the school against 
influenza must be considered at the time of a local epidemic, and immune 
globulin should be given to all contacts of a measles case. A laboratory report 
of a smear from any genital discharge must be obtained without delay, and 
all students using the same lavatory and washroom should also be examined. 

The school health services should not only be available at all times but the 
students should be encouraged to avail themselves of it. Constant vigilance 
is necessary to maintain the good health of the student body and requires 
complete cooperation among the school personnel, nurses and doctors. Special. 
education for the exceptional can only be realized when their health is 
satisfactory and they are able to devote themselves to their studies. 
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The mental health movement began in 1909 following the publication of 
Clifford Beers’ classic book, A Mind That Found Itself. It has moved from 
the initial focus on treatment and care of mentally ill patients, through efforts 
at preventing major breakdowns, to the present day positive approach of 
promoting the mental health of all persons. This evolution in the mental 
health field parallels an evolution in public health in general. The public 
health aim has been restated in recent years with a positive definition of 
health. “Health is more than simply the absence of disease . . .” according to 
the World Health Organization definition. 

The field of mental health cannot point to the eradication of any disorders, 
although there has been a striking decrease in the incidence of general 
paresis (syphilis of the brain) and of the psychosis associated with the defi- 
ciency disease, pellagra. Why, then, has mental health turned to a positive 
concept and why are we now concentrating on the promotion of mental 
health in the general population? The reason is simple, namely, that psychi- 
atric disorders seem indeed most closely related generically to that large group 
of chronic states of ill health with which public health in general is concerned 
today when it speaks of *more than simply the absence of disease." These 
states of ill health seem largely associated with the stresses of modern life, 
especially stresses in human relations. Given our present limited knowledge 
concerning psychiatric disorders, we must conclude that the most effective 
means available for prevention of psychiatric disorders within a population is 
to promote the positive mental health of the entire population. 

How can we promote the mental health of a population? Do we have any 
principles or guides to lead us? What scientific evidence do we have to sup- 
port our theories concerning mental health? First, we must state that there 
are excellent theories to guide us, theories which have behind them a substan- 
tial body of scientifically sound facts. Mental health theories are primarily 
concerned with (1) the fields of emotional growth and development and 
(2) interpersonal relations. We have knowledge of growth and development 
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which gives us important information concerning the emotional and physical 
needs of children at different ages. We learn from the field of interpersonal 
relations how these emotional needs may or may not be met during various 
critical stages of growth and development. 

It is obviously impossible in this chapter to discuss in detail the specific 
mental health problems posed by various types of handicaps. We can immedi- 
ately see, however, that the nature of the emotional impact of any handicap 
upon an individual will depend upon the following factors: (1) the nature 
of the handicaps and its influence on physical growth and development; 
(2) the meaning which the handicap itself and its resultant limitation of 
function may have to the individual; (3) the stage of emotional growth and 
development at which the handicap occurs, or, in older persons, the person- 
ality structure of the victim; (4) the nature of the human relations surround- 
ing the victim, and the influence of the handicap itself on the human 
environment. 

The emotionally relevant human environment of the handicapped person, 
— his family, relatives, social acquaintances, job or schoolmates, — reacts to 
the handicap in various ways. Some of these may be helpful, some harmful. 
The environment of the handicapped individual may materially change as a 
result of the handicap. Special environmental settings often accompany 
attempts to relieve the handicap, to rehabilitate and re-educate. Reactions of 
the human environment may lead to interpersonal relations between the 
handicapped individual and the key people in his life which may or may not 
meet the immediate and long-term emotional needs which the handicapped 
person may have in order to promote his mental health. 

The National Association for Mental Health, in its pamphlet Mental 
Health is 1, 2, 3, characterizes mentally healthy people as follows: 


l. They feel comfortable about themselves. j 
They are not bowled over by their own emotions—by their fears, anger, love, 
jealousy, guilt or worries. nt 
They can take life's disappointments in their stride. 
They have a tolerant, easy-going attitude towards themselves as well as others; they 
can laugh at themselves. j TS 
They neither under-estimate nor over-estimate their ability. 
They can accept heir own shortcomings. 
They have self-respect. ; 
They feel able to deal with most situations that come their way. 
They get satisfaction from the simple, every-day pleasures. 
2. They feel right about other people. y 
They are able to give love and to consider the inerse s others. 
They have personal relationships that are satisfying and lasting. MP 
They expect to like and trust others, and take it for granted that others will like and 
trust them. satel 
They respect the many differences they find in peop'e. 
They do not push people around, nor do they allow themselves to be pushed around. 
They can feel they are part of a group. ; 
They feel a sense of responsibility to their neighbors and fellow men. 
3. They are able to meet the demands of life. , 
They do something about their problems as they arise. 
They accept their responsibilities. b 1 i 
They dane their environment whenever possible; they adjust to it whenever 


necessary. 
They plan ahead but do not fear the future. 
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They welcome new experiences and new ideas. 

They make use of their natural capacities. 

They set realistic goals for themselves. 

They are able to think for themselves and make their own decisions. 

They put their best effort into what they do, and get satisfaction out of doing it.1 


Each one of these statements represents important ideals as goals for 
parents and professional persons to bear in mind when working with handi- 
capped individuals in various settings. 

In order to relate emotional needs to interpersonal relations during various 
stages of growth and development, we shall arbitrarily divide growing-up 
into five stages, infancy, early childhood, preschool years, grade school years, 
adolescence. Obviously, the characteristics of any child during a certain 
stage depends upon his life experiences during the preceding stages. In almost 
every child one can find conflicts from earlier stages manifesting themselves 
in various complex fashions. There are both healthy (successful) and un- 
healthy Cunsuccessful) modes of resolution of childhood emotional conflicts. 
Growing up is usually not a smooth process; it takes place with ‘fits and 
starts.’ In all children there are spurts ahead and regressions. There are 
frustrations for parents and children alike, handled for the most part success- 
fully by virtue of the love, support and understanding which members of 
families usually have for each other. Family solidarity, exemplified by the 
attitude, ‘we stick together,’ enables most frustrations to become positive learn- 
ing experiences. The models which children have to guide them are, of 
course, the parents themselves. 

Mature parents who have ‘emotional reserve’ and who are capable of giving 
with love and understanding to their children represent the best assurance the 
child may have that he will enjoy good mental health. Children who lack a 
home life conducive to good mental health are in dire need of help from out- 
side the home. Children with handicaps carry an added burden, as well as 
place an added stress on the family. All professional people working with 
handicapped children must strive to understand the place of the child with 
his handicap in the family setting, and his relationship to the parents them- 
selves need a tremendous amount of help and understanding to enable them to 
cope successfully with the terrible problem before them. 


Inranoy (Birth to c. 11/4 years) 


: The infant is an oral creature, first knows the world through contact with 
its mouth and in relation to the feeding process. Frustration and discomfort 
are relieved through feeding and the very important interpersonal processes 
surrounding feeding, such as being held close, being rocked, being snug and 
warm. Basic needs, the needs to be cared for, sheltered, fed and loved are 
met in these crucial early years. Indeed, basic attitudes are set in children 
during their infancy, attitudes towards the world being a friendly, loving 
accepting place or being a frustrating, hostile and potentially harmful place. 
The foundation for good mental health in later years, the ability to master 
crises and handicaps, the capacity to feel right about oneself, about others 
and to meet the demands of life are laid in the earliest years. 

Interpersonal Relations. The important human relationship of infancy is, 
of course, the mother-child relationship. The infant is in a completely de- 
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pendent relationship to mother. He cannot be left. He cries to attract his 
mother. He responds to warmth and bodily contact with her. In some cultures 
infants stay close to mother all day, as with the Indian papoose. In the first 
month the infant gradually becomes able to distinguish between himself and 
the outside world. He is first able to recognize mother, begins to laugh and 
smile in relation to mother’s mood and facial expression. This is related to the 
stage of development of the infant's central nervous system as well as to 
characteristics of the mother-child relationship. As a child begins to recognize 
mother to be the special person in his life, he goes through another phase 
towards the end of the first year of not understanding that mother will be 
returning when she is out of his sight. He begins to cry when left. The 
intuitive, sensitive mother will talk to the baby when she is out of his sight, 
or sing songs. The baby only gradually develops a time sense and a concept 
of the future. It takes some time for the infant to know that mother will 
return and that he will be fed and cared for soon. The first game to be 
played with infants is peek-a-boo, which helps the infant solve this basic 
problem of loss. There is tension release with a hearty laugh when the miss- 
ing face returns. 

Infants who are deprived of loving mothers or mother substitutes or who 
have a serious disturbance in the mother-child relationships are found to be 
profoundly damaged, often both psychologically and physiologically. Mater- 
nal care is most important for good mental health.” 


Implications for the Handicapped. Some children are born with handi- 
caps which are recognizable at birth. Other handicaps become evident only 
during the first years of life. Many Mongoloid children and blind children 
are recognized at birth, some only later. Children with brain damage due to 
birth trauma or other causes, children with cerebral palsy, may be recognized 
at birth or soon thereafter. There are a number of children born with con- 
genital defects, gross defects such as failure to develop limbs and cleft palate, 
which are recognized at birth. Certain orthopedic defects, such as club foot 
and congenital dislocation of the hips, may be recognized only later. Many 
children with mental retardation are only recognized later when they fail to 
progress along a normal growth curve. 

Many of these infants must have special treatment settings which neces- 
sitate other caretakers than the mother. Some have to be hospitalized. The 
institutionalization of infants is a hazardous proposition for the optimum 
growth and development of the infant because there is usually not a satis- 
factory means to meet the basic emotional needs of the infant. The classic 
study of Anna Freud and Dorothy Burlingham describes this process in a 
nursery setting and suggests ways of solving it.* 

Most important for handicapped children is to protect and reinforce the 
positive healthy components in the mother-child relationship. This is accom- 
plished through guidance and case work with the mother and father. The 
attitude of mother towards the handicapped child and the meaning of the 
defect itself to the mother are of extreme importance to the child’s mental 
health. Of course, the attitude of other members of the family, — father, 


older brothers and sisters, in-laws, — is of extreme importance, for as they 
rally around the mother and support her emotionally, the mother may success- 
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fully sort out her feelings about the handicapped infant and develop a personal 
philosophy which will sustain her during the trying years which lie before her. 


Earty Cuirpuoop (c. 11/ years to c. 4 years) 


These are fast moving years for the growing child during which he is 
acquiring new skills daily and learning very rapidly about the world around 
him. He is exploring and testing with respect to what he can do with this 
world. He is testing his ability to shape his environment and to control it. 
His first move out of the world of infancy and into that of childhood occurs 
when he begins to walk. And whom does he have to help him, encourage 
him and support him in this new world but his parents! He begins to want 
to feed himself and he is taught methods of feeding. He is also exposed to 
toilet training, and during these years he masters his basic body functions. 
'The psychological process of identification, the drive of the child to copy 
adults and older children, provides a mechanism for the process of socializa- 
tion. 

The child learns from his parents what he should do and what he should 
not do. The child begins to realize that certain activities are praiseworthy 
and others are blameworthy. After certain actions the child receives love, 
affection and warmth from the parents; other actions result in scoldings, 
withholding of warmth and love, and punishment. The child wants his 
parent’s love and begins to seek it out. The earliest formation of a conscience 
begins at this age. Most children know when they have been naughty. This 
stage of growth and development is no less important to personality and 
character formation than the period of infancy. The secure child gets great 
pleasure out of learning to be a successful member of his family group. 


During early childhood there are many issues which are loaded with ten- 
sion for parent and child. The child is testing out his wings, his power. He 
gives up pure pleasure-seeking with some reluctance. The child enjoys 
messing around’, is naturally destructive. Play becomes the important medium 
through which the child expresses its feelings and discharges its tension. 
Blocks are piled up and knocked down. Water is splashed about. Mud, dirt 
and, more lately, finger paints are smeared indiscriminately on self and else- 
where. The child is learning to use language. Language is used to communi- 
cate not only ideas but also feelings. Disturbances in interpersonal relations 
in the home or difficulty within the child in handling aggressive impulses 
during these years may block language development. 

Learning to get along with siblings becomes important. The little child 
disturbs older children. New babies may disturb the little child. Childhood 
illnesses at this period have their important emotional aspect, especially in 
relation to the severity of the illness and the manner in which it is handled 
by parents and others. 


These are the years when the child learns what the world expects of him. 
These are years of overcoming frustrations, of being able to wait for the 
rewards which come a little later. The child comes through these years 
with healthy and strong supports for his future mental health, again, only 
with the love, help and understanding, tolerance and patience of his parents. 
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Interpersonal Relations. The father-child relationship now joins the 
mother-child relationship as a matter of some interest to the child. He begins 
to distinguish between the roles of mother and father. Father traditionally 
plays the more active role in discipline and limit setting. Fathers of today are 
being encouraged to participate more actively in baby care and no longer 
have full responsibility for setting standards and discipline. Authorities on 
family life feel that the flexible partnership arrangement of modern parents 
is more conducive to good mental health in the growing family, but agree 
that it demands more of the parents in the way of patience, understanding 
and mutual confidence. 

The child can now control, to some extent, the frequency of interactions 
in his family setting. He moves about from room to room. He can go to 
mother himself; he can come into parents’ bedroom in the mornings; he can 
leave his nap and get out of bed after being placed there at night. Accordingly, 
mother can no longer control the frequency and amount of interaction she 
has with the child. This becomes of special importance when another baby 
is born into the family. Mother's energy may be sorely sapped, and her 
patience exhausted by an active, inquisitive, demanding young child. 

The behavior of the child and how to mold it is a topic of some importance 
between parents, between parents and grandparents (in-laws), and in the 
neighborhood. Considerable anxiety and guilt may build up in parents 
concerning their own actions, growing out of frustrating experiences with their 
children. Parents react to their own childhood experiences as they raise their 
children. Those parents who are 'enlightened' and who do not necessarily 
accept ‘old-fashioned’ ways or those stereotyped rules for child rearing, which 
are deeply engrained in some ethnic culture patterns, are more liable to 
uncertainty, anxiety and guilt with respect to how their children are being 
raised. 


Implications fo 
the age of 114 and 4 have only a di 


r the Handicapped. Many handicapped children between 
m awareness, if any at all, of their handi- 
caps. This may be especially true if the handicap has been present from 
birth. These children are very resourceful as they begin to explore the world 
about them in the family and neighborhood setting and are striving to carve 
out a niche for themselves in the scheme of things. In no less degree than the 
average child, the handicapped child will test limits, test the endurance of 
the parents, will ‘mess around’, will be angry, frustrated, pleasure-bent. It 
seems that the parents’ task is to resolve for themselves their own feelings 
about the handicap, to face it realistically, to aid the child in his maximum 
growth and development, and to encourage the development of skills and 
interest which may serve as compensations for the handicap. The parents 
of the handicapped child must, nevertheless, set limits and help the child to 
develop sound relationships with siblings. They must also help siblings to 
find satisfying relationships with the handicapped child. Some handicapped 
children, in particular blind children and severely mentally handicapped, 
brain-damaged, and Mongoloid children, may need special community set- 
tings, such as day nurseries or institutionalization. Such a move may be 
necessary in many instances, not only for the health of the handicapped 
child, but also for the benefit of the family, especially the other siblings. 
Parents can get the best help with these difficult decisions through the offices 


WARREN T. VAUGHAN 


98 


of the family physician or the special medical clinic. In recent years, nurseries 
have been developed in institutions for the mentally handicapped. Most 
authorities, however, do not recommend that all children be placed immedi- 
ately in institutions, but feel that infancy and some part of early childhood 
in the family setting with the mother is to the best interest of the mental 
health of the handicapped child who will later be institutionalized, as well 
as providing a positive experience for the parents and family. Of course, all 
such generalizations must fall by the wayside when one is dealing with the 
individual problem situation which demands its own solution based upon 
the unique factors involved. 


Tue Prescuoot Cup (c. 4 years to 51^ years) 


This is an age of great events in the emotional growth and development 
of children. Early needs have been more or less met, and the child has a 
more or less secure, positive feeling towards the world around him. We have 
seen him begin to walk and mold his own environment. We have seen how 
society, as represented by his parents, begins to demand things of him in 
exchange for love and care. We have seen how it is with some difficulty that 
the child is able to learn to stem his pleasure seeking and learn conformity to 
basic standards of behavior. We have noted how the child begins to com- 
dam his thoughts and feelings to others through the development of 
speech. 

During the preschool years the child begins to be concerned with the basic 
‘mysteries of life.’ He begins to ask “Why?” He begins to be more aware of 
the differences between his father and mother, begins to realize that there are 
two types of people in the world, men and women, boys and girls. These are 
the years when the child's unconscious mental life is consumed with the 
emotional problems which psychiatrists embrace under the famous term 
‘Oedipus complex. This was first described by Freud half a century ago 
when he startled the world with his theories concerning the origins of neuroses 
and the unconscious psychosexual life of children. Freud's theories have been 
substantiated not only by further work with adults but also in direct work with 
young children in psychiatric clinics. Nevertheless, controversy still rages 
today in some circles concerning these fundamental theories. j 

In essence, Freud postulates that in the deep emotional life of children at 
this age they fall in love with the parent of the opposite sex and have, in 
consequence, desires to replace the parent of the same sex and to be rid of that 
parent. Of course we do not see the Oedipus complex displayed by the child 
in any pure form, for as stated above, these ‘wishes’ are emotional strivings 
deeply buried in the unconscious. This is as it should be. However, we see 
the results of this matter in many ways. The most striking form which 
demonstrates itself is seen in childhood anxieties, nightmares, the develop- 
ment of phobias in children. These reactions come from the fear of retali- 
ation that the child has for his strong aggressive wishes. We find that some 
children are very concerned with the meaning of death, afraid themselves of 
dying, afraid of punishment in the hereafter, afraid of the dark and of going 
to le 

The positive strivings in the Oedipus complex are manifest in another char- 
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acteristic set of behaviors. Children want to be big, want to do grown-up 
things, want to dress in grown-up clothes. They will want to win, will begin 
competitive games with other children, will want to be Superman, will listen 
to stories of heroes doing great things and making good win over evil. Many 
children in their fantasy life and in their play act out scenes, over and over, 
day after day, which represent the power strivings of the Oedipus complex. 
Little girls at this age, likewise are aware of sex differences, not infrequently 
will wonder why they do not have the genital organ of older brother or baby 
brother. They may not have so much fear of being harmed as boys, but may 
feel that they have already been harmed, been deprived. Compensations are 
readily found by girls for the fact of being a girl. Some go in the direction of 
enhanced feminity, interest in dresses, clothes, hairdo, dancing. Others go 
in the direction of tomboyishness, which may in a sense represent a denial 
of the whole problem of being a girl. Preschool girls often begin to play 
‘mother’, using the doll house and dolls to act out their anticipated special 
role, a role awaiting them when they grow up. 

Good mental health suggests that when children of this age begin to ask 
about sex differences, about how babies are made and where they come from, 
simple, straightforward, truthful answers within the comprehension of the 
child provide the best foundation for later mature attitudes towards sex. 
Little girls know almost intuitively that the function of the mother is to make 
the baby, and that they will grow up to be mothers. Girls tend to be much 
more creative than boys at this age. This tendency carries over into early 
school years. 

How is this great emotional storm reso! 
powerful mental mechanisms of identification and repression, 
of an increasingly developed sense of reality. The small boy, 
gradually ‘wakes up to reality.’ He says to himself, “I’m just a little boy; I 
cannot replace father; but what I can do is grow up to be like father." The 
child takes into himself, then, the sets of values and standards of the parents; 
he begins to have a conscience and to experience more grown-up feelings of 
personal responsibility and guilt. Of course, the parents are extremely impor- 
tant as models for healthy identification. Children lacking such parents are 
later often shown to be disturbed in community settings, — such as school 
systems, — and the community has to provide substitute models for identifica- 
tion. When a child has completed the resolution of the Oedipus complex, he 
is ready for school, for he is psychologically motivated to grow up, to learn, to 
strive to be a success. Children come into first grade only more or less finished 
with the Oedipus phase, many bringing with them into the school “unfinished 
emotional business of early childhood.” Crises in early childhood, — illnesses, 
family disruptions, handicaps of various sorts, — may cause the child to have 
special problems when he begins school. ds 

Interpersonal Relations. There is considerable intensification of émotions 
in the relationship between the preschool child and the parents. The striving 
of the child to take over the father's or the mother's job represents more than 
the tension of several years before when the child was just ‘naughty.’ Now 
the parents may feel the need to ‘put the child in his place.’ When the parent 
is cross with the child at this time, he may feel somewhat personally threat- 
ened himself by the child. The task before the parents is not only to set 
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limits, but also to strengthen the sense of reality in the child, to teach him 
about many things. Patience with children of this age is essential. 

Many communities now have kindergartens where these tyros can try 
their wings in the company of their peers. Some four and five year olds are 
completely involved in their own fantasy world, do not participate with other 
children in the kindergarten. Other children will be primarily involved in 
creative work, using clay, crayons and other media. This is especially true of 
girls. There are some who are well adjusted and aggressive children who 
will play together in active games, not infreqeuntly with a destructive aim, 
such as building forts and then knocking them over. Occasionally in a kinder- 
garten, one will see a small group of boys and girls actually playing house, 
acting out through identifications with their parents and other models, playing 
at being grown-up. 

Implications for the Handicapped. It is during these years that the handi- 
caps of children begin to have special meaning to them. Children with 
orthopedic handicaps or congenital defects begin to feel the fact of the defects 
tremendously. Just as parents have an opportunity to begin enlightment con- 
cerning sex, so the parents of the handicapped child are faced with interpreting 
the handicap to the child, trying to help him arrive at an emotionally satisfy- 
ing adjustment to it, be that ever so difficult. Hospital experiences, surgery, 
and other medical procedures on children during these years when they are 
especially susceptible to anxieties and fantasy-distortions of reality must be 
handled with great care. In some instances, it may be better to avoid the 
medical procedures altogether. This seems especially true of dental work with 
some children. 

At this age, children with emotional disturbances can usually be detected 
by trained workers in the public or private kindergarten setting. Mental 
health programs which have case-finding elements may concentrate much 
effort with this age group. During these years, children who are having great 
adjustment difficulties can often be helped, through work with the parents as 
well as through individual work. Mental health and psychiatric clinic work 
with children of this age is very rewarding inasmuch as help can be given in 
a very much shorter period of time usually than would be necessary several 
years later. 


Tux Grane Schoor Years (c. 51/ years to c. 12 years) 


The grade school child is very busy continuing the growing up processes 
set in motion by the resolution of the Oedipus complex. He is busy learning 
more about the world; he is busy mastering new skills. He is concerned with 
himself, his own and other's view of himself. He becomes judgmental and 
critical of himself. His place in the social group, especially with respect to 
his peers, is important to him. He also has much practice in school conform- 
ing to standards of behavior set by the authority figures. He rubs elbows 
with many people outside the family circle. 

Child development specialists speak of these years as the latent years. The 
psychosexual drives, for the most part, lie dormant through these years until 
adolescence, the energy derived therefrom pouring into the broad development 
of new skills and acquisition of new knowledge. In early latency the emphasis 
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is on personal development and self awareness, while in later latency, the 
emphasis is on group participation and control of basic instinctual drives, 
especially aggression. Organized social groups, such as the Cub Scouts and 
Brownies, and organized sports, with the concept of ‘team play’, enter the 
lives of children around age eight. If left to their own devices, children at 
this age will organize their own neighborhood clubs. Girls usually move ahead 
faster than boys in the maturation process. It seems easier for them to learn 
in the school situation, especially during the primary years, and they move 
into adolescence several years before most boys. 


Interpersonal Relations. During the grade school years, children spend a 
good part of their time in the school where they are ‘on their own’ and where 
both the school and their parents hold certain expectations with regard to 
what their behavior and academic achievement will be. New human rela- 
tionships with peers and adults are entered into. The socialization process is 
extended to participation as a member of the broader community group. 
The child's place in the group, his status, depends upon many factors. Most 
important are his performance in specific tasks and his basic ‘human relations 
skills,’ which he has developed during earlier years. We begin to use the 
concepts of leadership and ‘followership’ as we try to understand the social 
life of grade school children. 

The models for social relationships with peers comes from life with siblings 
at home and life with other children in the neighborhood. Children who have 
been to nursery school and kindergarten usually know how to play together 
better than children first leaving the home. First grade teachers can spot 
these children very readily among a group of, say, 25 new school children. 
Needless to say, some children need special help and understanding through- 
out the grade school years as they develop their social skills with their peers. 

Relationships with adults are reflections of the emotional life children have 
in relation to their parents. ‘The teacher is a parent substitute. Relationships 
run the gamut from overdependency and a passive compliant attitude, through 
complete indifference to teacher with most energy poured into peer group 
relations, to hostile — demanding attitudes toward teacher with daily testing 
of classroom rules and the teacher's patience and endurance. 


Implications for the Handicapped. The handicapped child finds his ad- 
justment to the handicap during these years. The nature of the adjustment 
is of greatest importance to the mental health of the child. How to attain the 
optimum adjustments for each child is the concern of many persons, — 
the parents, educators, physicians, nurses, occupational therapist, physio- 
therapist, and many others. Supportive relationships with adults represent 
the key to the problem for most handicapped children. Confidence in the 
child helps him to acquire compensatory skills and interests, helps him develop 
a healthy and satisfying self-image, a realistic orientation to the handicap. 
Adults help the handicapped child to develop human relations skills in both 
his adult and peer relationships. 

Agencies which are available to handicapped children and their parents are 
numerous. In recent years, psychiatric personnel has been added to the teams 
of many agencies. Among these are cerebral palsy clinics, poliomyelitis treat- 
ment centers, and orthopedic rehabilitation centers. There is a trend toward 
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development of special classes for all mentally retarded children in school. 
Some educators fear stigmatization of children by special classes, while others 
believe that the special curriculum designed for these children will spare 
them from the development of overwhelming inferiority feelings and other 
emotional disturbances. 


ADOLESCENCE (c. 12 years to c. 21 years) 


Adolescence is ushered in by profound physical changes which prepare 
for the mature sexual function. Each child meets the ‘crisis of maturing,’ 
with its concomitant emotional reactions, in his own unique way, dependent 
upon his emotional growth and development through the years preceding. 
Emotionally healthy children are striving for physical and emotional matur- 
ity. They anticipate the ‘coming of age’ and feel proud of their maturation. 
Physical appearance begins to be of some importance as boys and girls alike 
begin to want to be 'attractive' to the opposite sex. Naturally, however, this 
desire is often accompanied by worry, feelings of inferiority, anxiety and guilt. 
Physical achievement, especially on the athletic field, becomes extremely 
important to teen-age boys and girls alike. Throughout the teen-age years, 
and even into adult life, growing boys and girls, men and women, are con- 
cerned about their body, their appearance, and their accomplishments. 


The increased instinctual energy which accompanies the physical and 
glandular development in teen-agers poses real problems for them. The raw 
expression of ‘sex urge’ is accompanied by tension, anxiety and guilt. The 
energy of teen-agers is unbounded. The problem is to channelize it into 
satisfying and constructive activities. Emotional storms and chronic emotional 
difficulties among teen-agers may represent the inability of the teen-ager to 
successfully channelize his energies. Excitement and thrill-seeking through 
new and daring experiences is natural. Trouble lies ahead when the child 
does not have the sound home relationships to help him make sound judg- 
ments. 


Conflicts with parental authority and questioning of parents’ way of life, 
their mores, their standards are normal in adolescence. Teen-agers want to 
make their own decisions and take responsibility for themselves. However, 
they are more often not really ready for this. They are adult one day, child 
the next. The struggle over authority is especially present during the early 
teen-age years. The parents are helped by extra-familial community institu- 
tions, such as school, church, scouting, where boys and girls are closely in- 
volved with other adults who convey authority and at the same time are per- 
sonally interested in teen-agers. The early teen-ager is very concerned with 
himself as a person, but may care little for parental standards in relation to 
dress and cleanliness. This comes later, as the teen-ager begins to be interested 
in what other people think of how he looks. Then he may begin to wash up 
and dress up without parental prodding. 


In the early teens the peer life is characterized by attachment to own sex. 
In junior high schools the boys have their own gangs and groups, as do the 
girls. Dating begins at various ages but becomes a normal social institution 
in the high school. Children begin dating with varying degrees of anxiety, 
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heightening of the concern over self. The emphasis is on personal achieve- 
ment and how one is regarded by others. Mature concern with the partner 
comes only later in true courtship and marriage, but may even be lacking 
then. Children who are delayed in developing relationships with the opposite 
sex may have special emotional problems that need attention. 

During adolescence, boys and girls are seriously preparing for their place 
in the adult world, are concerned about their own capabilities and their future. 
School failure is a serious problem among teen-agers. Many youngsters need 
the most skilled vocational guidance to help them to face and plan for their 
future. Children run through these various phases of adolescence at much 
their own pace. Some are mature early, some much later. The latter often 
need much reassurance. Secondary school educators speak of ‘late bloomers,’ 
children who appear extremely immature as they go through their first two 
years of high school, but suddenly around age 16 will blossom out. The 
striving towards adult ways is strong in most every teen-age boy and girl. 
Dean Kerr of Phillips Exeter Academy once told the writer that his formula, 
developed out of the experience of many years working with teen-age boys, 
was always to treat a boy as if he were at least one year older than you know 
he really is. The teen-ager responds to the dignity, respect and understanding 
which characterize mature adult relationships. 

Interpersonal Relations. The preceding section contains many references 
to interpersonal relations during adolescence, for the psychology of the adol- 
escent cannot be discussed apart from the human environment about him. 
He uses his interpersonal relations to develop his perception of himself. Some 
teen-agers are more peer group-oriented than adultoriented. There are a cer- 
tain few who are social isolates, but who have meaningful relationships with 
adults and who have special skills and interests, such as in studies, science, art 
and music. They may be well adjusted from the mental health point of 
view. However, in the main, the peer group life of the teen-age years, from 
the gang formation of early adolescence to dating of the later years, is intimate- 
ly related to healthy emotional growth and development. The development of 
social skills and a satisfying self-percept is achieved not only through peer 
group activities, but also through the availability of helpful adults in the form 
of parents and others. 

The relationshps of teen-agers with the grown-up world revolves around 
authority and authority-conflicts. Teen-agers express this problem by using the 
word ‘fair? Teen-agers are delighted to have limits clearly set by authority, 
for they have anxiety and uncertainty with respect to whether they can them- 
selves successfully set limits to their behavior. The fact that authority-con- 
flicts exist does not mean that parents and other adults should not exercise 
authority, set standards for group and individual behavior. 

Implications for the Handicapped. During adolescence, handicapped chil- 
dren face the same emotional adjustment problems with which their fellows 
are struggling. These are the years when the security and self-confidence 
gained in childhood from parental and other supportive relationships are so 
important. The development of the self-percept, with its attendant anxieties 
and inferiority feeling, causes physical defects and handicaps to be exagger- 
ated in their importance. Group life and group participation, both so impor- 
tant, may be difficult for handicapped children to achieve. Yet teen-age 
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groups often include or exclude individuals not on the basis of specific attri- 
butes but on general personality factors related to social skills. If the group - 
‘likes’ an individual, it will overlook any handicaps. Children with handicaps _ 
need special help in education and vocational guidance. They need help in — 
gaining a realistic view of themselv , their assets and liabilities. They need 
to formulate a satisfying life plan which is within their capabilities. Their — 
increased energies need channelizing into constructive and satisfying pur- 
suits. This is difficult, inasmuch as the handicap becomes a central limiting 
factor. 


Many community agencies are interested in these problems and can be 
called upon by the family and school to help. The ideals expressed in the 
beginning of this chapter in the pamphlet Mental Health is One, Two, 
Three, focus in the minds of the grown-ups and the handicapped child him- 
self as he prepares for entering the adult world. 


Conctusion 


A preparatory commission of the World Federation for Mental Health has 
prepared a statement on the prophylactic aspects of the mental health of the 
physically disabled. They stress the fact that social attitudes towards physical 
disabilities impede Progress as much as anything. 

Throughout recorded history, in civilized and in primitive areas of the contemporary 
world, social attitudes are such that the physically handicapped are assumed to have a 
variety of other liabilities just because they are physically handicapped. There are many 
Prevailing social attitudes which reflect disapproval, fear, superstition, and prejudices, 
sometimes manifested in overt, sometimes in disguised forms of discrimination and 


hostility.4 


_ The commission speaks of the direct approach to the handicapped indi- 
vidual, striving to help him to a realistic appraisal of his problems, his limita- 


warm, friendly relationships when they are treated with respect and dignity. 
Nothing should surprise us here, for this is no less true of all of us. 


FOOTNOTES 


- Mental Health is 1, 2, 3. 
$ Bowlby, John. Maternal Care and Mental Health. Monog. of The World Health 
nization, Series 2 (Geneva, 1952). 
Freud, Anna, and Burlingham, Dorothy T. Infants Without Families. (National 
University Press: N.Y.C., 1943). 
4. “Prophylactic Aspects of the Mental Health of the Physically Disabled", A.M.A. 
Arch. of Ind. Hygiene Occup., Med., V: 389-394, 1952. 
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MENTAL HEALTH OF EXCEPTIONAL CHILDREN 


CURTIS G. SOUTHARD AND MABEL ROSS 


Mental Health is a part of our total health, which is described by the World 
Health Organization as "A state of complete physical, mental and social well- 
being, and not merely the absence of disease or infirmity. ”* There appears to 
be no single standard for a healthy personality. Successful adaptation may be 
made by a wide variation in kinds of personality, and the so-called abnormal 
personality is usually considered as a deviation from the average. The person 
with a normal personality: (1) has the capacity to work or play satisfactorily; 
(2) is able to love others; (3) has a feeling of well-being most of the time; 
(4) has the ability to meet ordinary stressful situations successfully; (5) is 
relatively free of symptoms of pathology; and (6) is without disabling mental 
conflicts.? 

The average person is able to make decisions without too much worry or 
delay, enjoy work to a certain extent, get pleasure out of social activity, and 
understand the needs and points of view of others without developing too 
much anxiety. It is true we are born with certain inherent characteristics, 
but our personality make-up depends a great deal on experiences we have 


while growing up. 


Brier Hisrory 


Understanding the personality from a scientific point of view is relatively 
new. The philosophers and ancient writers, including Plato, Aristotle, and 
authors of the Bible, had a rich understanding of human nature from which 
they suggested sound principles by which to live. These have guided the 
human race in achieving a more civilized and perhaps a happier existence. 
However, it was only in the early part of the nineteenth century that so-called 
psychological activity could be predicted and measured. 

Pavlov and others demonstrated that animal behavior is associated with 
physiological changes. This stimulated other research in physiology and 
psychology. Messmer, Morton Prince, and Charcot created considerable 
attention with their experiments with hypnotism, dreams, and dissociated 
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states. In the latter part of the nineteenth century many groups became 
interested in personality structure and development. Freud and his co-workers 
began a series of observations on neurotic patients in the hope of constructing 
a scientific theory about personality structure and development. They de- 
veloped a theory of the conscious and unconscious; called attention to mental 
mechanisms utilized daily by everyone — inchiding repression, displacement, 
rationalization, projection, introjection; and advanced the libido theory ac- 
counting for the source of psychic energy existing from birth. These findings, 
and all the experimental work since, point to the formation of feeling and 
behavior patterns early in childhood. These patterns seem to form as a result 
of interplay between the child and his environment, in which his mother 
is most significant.? 

These new insights into man's make-up brought about a change in the 
attitudes and management of the mentally ill throughout the world. They 
are no longer considered ‘the creatures of the devil’. 

Furthermore, it is now felt by most people that all types of behavior are 
explainable by earlier experiences between man with his hereditary make-up 
and his environment. If this be true we should expect rapid advancement in 
methods of treatment and the promotion of mental health. Universities, 
hospitals, and government at all levels throughout the world are devoting 
more time and funds for research, training, and services for the promotion of 
mental health and the cure of mental illness. In the United States, the Na- 
tional Mental Health Act, enacted in 1946, has stimulated this work through 
grants to States and institutions. The World Health Organization is actively 
interested in many aspects of mental health. 


Basic Principes or Menrat HEALTH 


If the principles of mental health are to be fully understood, one must have 
some understanding of personality development. Studies in psychology and 
the biological and social sciences have given us some appreciation of the highly 
impressionable nature of the child at birth and perhaps before. His need for 
comfort, love, attention, and a general feeling of security as well as physical 
care, is obvious from the beginning. These needs continue to exist through- 
out life, although they may be modified as he grows older. The interaction at 
first is between child and mother or her substitute. The child ‘feels’ with his 
mother. Eventually he relates with other members of the family and becomes 
less dependent upon his mother if his initial efforts to relate with others are 
successful. In time the child’s feelings become differentiated into the same 
general emotional pattern as that of his mother and other members of the 
family. After this pattern becomes fixed, the individual tends to react to a 
situation characteristic of his family. His feelings or emotions tend to spill over 
into the family and are shared by it. An injury to a member is shared in 
some degree by all. 

The interplay of these psychological and social forces as the personality 
develops may result in the average or normal personality, in the withdrawn, 
or in the aggressively maladjusted, for example. Dr. Hargreaves of London 
aptly states that a human personality must be thought of as the sum total of 
present relationships and effects of past relationships which the individual 
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has incorporated into himself.* Some of the basic principles of mental health 
may be stated in terms of human needs: (1) food, shelter, and clothing*; 
(2) to be loved and wanted by individuals and groups; (3) to be important; 
(4) to be useful; (5) to be recognized as an individual.9 There are, of course, 
many other basic principles of mental health, but for the present discussion 


these will suffice. 


APPLICATION OF THE PRINCIPLES or MeNrAL HEALTH 
TO THE EXCEPTIONAL CHILD 


The exceptional child’s mental health needs are essentially the same as the 
average child's. 

A fairly new concept in mental and personality development which should 
be kept in mind while thinking about the exceptional child is that all people 
have their own rate of development, even though all tend to follow a similar 
pattern. The gifted child at seven may resemble to a remarkable degree the 
average child of eleven or the retarded child of fourteen. Furthermore, the 
1Q may not be a fixed phenomenon. Studies have shown that there are more 
gifted children in kindergarten than prove to be the case when they reach high 
school. This concept may change our attitude toward the potentialities of 
the retarded as well as all exceptional children. Skeel’ work with babies 
isolated from parental love and stimulation showed that many children who 
appear to be retarded begin to show average intelligence after they are 
provided with a mother substitute.® Lack of stimulation is apt to occur with 
other exceptional children, and as a result their potentialities for development 
are never realized. 

It is of no consequence whether we are speaking of average children or 
of exceptional children. All are young human beings, with the same basic 
needs and the same human reactions. It is necessary to remember that the 
exceptional child is not of a different species; he is only a variation from the 
usual human. Perhaps it would be well if the phrase “He is different” could 
be abolished in all discussions. This phrase implies a complete difference 
which is far from the truth; he is merely different in speech, walking, motor 
control, or in ability to see or hear, but not in his basic humanness. Even 
more, his being different in that one area is only a matter of degree — the 
child who wears glasses for astigmatism, the one who wears thick lenses for 
myopia, the child in a sight-saving class, and the child who is blind, suffer 
disability in the same sensory field to a different degree and have many of the 
same problems of being considered by their peers as ‘odd’ or ‘different’, of 
feeling inferior or queer or mistreated by fate, and of being overprotected or 
shelved by parents and teachers. The parents of the exceptional child often 
feel it necessary to insist upon their child being just like all the others, as 
a reaction to his being considered ‘different’. Because of their own fears and 
because they sense the implication in other’s use of the term, they may try 
to prove their child is not of a different order of beings and in doing often 
seem to, or do, deny the existence of his particular handicap. This may lead 
to the parents being labeled as ‘unrealistic’, ‘unable to face reality’, or ‘nega- 
tive’. Understandably, this only increases the child’s problem in trying to find 
an area of functioning adjustment between his disability and the world. 
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Every child has many problems of growth and development to solve. The 
child with a handicap has all of these plus the particular ones incident to his 
disability. Even the most seriously handicapped child is striving toward a 
state of balance where he can live, grow, and function at his level with the 
minimum of tension and the maximum of satisfaction. All living things have 
a basic drive toward healthy functioning, according to their own needs and 
abilities. Much is made of the force of growth in plants — of how a sun- 
flower can break through pavement or how seedlings can lift a sheet of glass. 
How rarely is the same growth force recognized in humans, particularly in 
exceptional children. Often society is irritated by the child and sees only 
the equivalent of the cracked pavement instead of admiring the growth force 
and helping channel it in a personally and socially more effective direction. 
It is not easy to accomplish this re-direction, but it is less difficult if the 
basic requirements for physical and mental health are kept in mind. 


Some Basic Neeps ror MEnra HzarrH 


l. Food, shelter, clothing and reasonable freedom from epidemic diseases. 

In the report of the International Preparatory Commission! to the 
International Congress on Mental Health in London in 1948, it is stated that 
these “are indispensible Prerequisites and must be maintained before any 
consideration of education, social standards, or personality redirection can be 
effective.” The hungry or cold child cannot see beyond his immediate need, 
and the natural drive to live Tequires satisfaction of these at any cost. In an 
adult, social values can sometimes outweigh for a time the hunger or cold, 
but not so with a child. Furthermore, the child recognizes that adults should 
supply these fundamental needs, and their failure to do so may be interpreted 
by the child as rejection, with rejection in turn by him of all overtures by 
adults. True, it is rare today in our country to hear of a child being literally 
cast out by his family because of a handicap, but it is not so rare to find his 
care neglected or resented. The ungrudging satisfaction of his basic needs is 
his right and is necessary to his mental health. 


may show passivity or hostility as a result of long experience of being merely 
a ‘case’. Basic to good mental health is not only being in an ‘own-group’, 
ideally the family, but also being wanted and owned by that group. Even the 
stern, scolding, or nagging parent or parentsubstitute can give the child a 
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sense of belonging. At the other pole, the attitude of enduring a burden is 
sensed by any child, and particularly by the exceptional child, as meaning he 
is unwanted, and he responds according to his personality and experience. 


3. To be important. 

No human being can endure the thought that his disappearance would 
never be noted. Every child needs to feel that he is important to someone 
for something, that he has a unique place in his world. A boy of eleven with 
a severe reading disability described his years of experiencing frustration and 
disgrace in school, along with his belief that he was “plain dumb", but added 
that he was "the best fighter in school", a reputation which his teachers sadly 
corroborated. To have nothing he could do well was more than he could 
endure. Many exceptional children struggle with this same problem, and 
in too many instances family, school, and community conspire to convince 
them that their handicap is their only possible source of importance in the 
group, thus robbing them of any incentive to work around the particular 
disability. 

4. To be useful. 

Everyone has the need to feel of use in his world. The sense of being 'on 
the shelf' is one of the most serious problems in rehabilitation at any age. 
Usually we think of this in relation to people who have had a place which 
they can no longer hold, but with children it is also important since they see 
usefulness as part of the adult world which they wish to enter. "Let me do 
something" is the frequent expression of this need at all ages. To be told that 
he is incapable of doing anything is difficult for the child who can believe that 
next year he will be "big enough", but for the exceptional child who hears it 
as a sentence for life it can be soul-destroying. The sense of having contrib- 
uted to group activity, and therefore of having ensured his place in the group, 
is essential to his mental health. The school and family often find it difficult 
to allow the necessary time for the handicapped child to carry out his task, 
or are so disturbed by the obvious effort it takes that they interfere through 
mistaken kindness; either situation may add to his sense of utter incompetence, 
or being a piece of junk. His subsequent disinclination to try is understand- 
able. 

If the need to be useful and the need to be important seem very similar, 
it is not surprising. They can be compared to having an unusual hat which 
is yet in the height of style. All people of all ages need to feel uniquely set 
apart in some one thing, but also intimately part of the activity of their world 
otherwise. 

5. Tobea person. 

Everyone at least in our Western culture, has the need to be recognized 
as an individual human being, rather than to be lost as a particle in an 
amorphous mass of humanity. Society has recognized this in the culminating 
disgrace of taking away a man’s name and giving him only a number when he 
is imprisoned. In the development of the individual the sense of ‘I’, of the 
self, is central. A widely held theory of personality development states that 
to the infant the whole world is part of himself, that gradually he sees his 
mother as not part of him, then becomes aware of still other beings who are 
separate, and finally begins to be aware of himself as an individual in a world 
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of individuals. Throughout childhood, he is trying to find the limits of his 
power, rights, and responsibilities with relation to his peers and to the adults 
of his environment. With his intense awareness of himself, he reacts strongly 
to lack of respect for him as a person. A seven-year-old boy trying to describe 
his feeling about a teacher finally burst forth, “She pushed me, — she just 
pushed me!” All the sense of outrage at being treated as a piece of furniture, 
a thing, was in his voice. The child who experiences limitations because of 
a handicap may be very sensitive about his personal dignity and interpret 
many kindly-meant actions as invading or belittling his individuality, 


All of these basic needs are as essential for the exceptional child as for the 
average child. The symptoms of deficiency vary in both groups but are 
always determined by the personality of the child, the situation in which he 
finds himself, and the understanding of the adults. The bitter, complaining 
chronically ill child, the suspicious, antagonistic deaf child, the fearful, with- 
drawn blind child, are all expressing a deficiency in these basic needs. Sim- 
ilarly, the happy, laughing child with cerebral palsy, delighted at accomplish- 
ing a few steps, and the active, friendly boy with arms and legs but no 
hands nor feet have somehow, somewhere, had these needs met, A person may 
experience repeated denial of his personality, with constant battering of his 
individuality, until he seems lost in the mass, but even then he responds to 
individual attention and may achieve unexpected levels. A child of six in a 
large institution for the feebleminded was utterly helpless and unable to walk. 

rough an unusual series of circumstances, he was placed in a group home 
for the adult feebleminded, where one resident took a maternal interest in 
him. After a year of constant and patient care the boy was walking after a 
fashion, kept himself reasonably clean, and fed himself to a slight extent. 
Each step was proudly pointed out by his *mother', who in turn received the 
special attention and commendation which she merited for her achievement. 
Every human can attain more when he feels in his own mind that he is 
truly a person and knows that he is a person of importance to someone else. 


Tue ExcEPrIONAL CHILD AND His Reationsuir TO His Parents 


OF first importance to the mental health of the exceptional child is his 
place in his family; of prime importance to the family is their place in the 


community accept him, he will still find the going rough. All three, — 
family, community and school, — must work together, must share the respon- 
sibility for broad public education regarding the needs of exceptional children. 


In the development of the exceptional child, many factors affect the attitude 
of the adults responsible for his care, and these in turn directly affect the 
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From time immemorial, the myth of the sins of the fathers being visited 
upon the children by crippling handicaps and illness has persisted. Rarely do 
we meet today the attitude that no treatment should be attempted for the 
child because his handicap was decreed by God and must be accepted. How- 
ever, other residuals of this attitude are seen in the sense of guilt and failure 
expressed by parents. In extreme instances this leads to the sacrifices of all 
members of the family to the care and support of the exceptional child and 
the inability to accept any plan implying self-responsibility by the child. 
When the parent sees the child as his punishment or as his failure, the child 
absorbs enough of this attitude to affect his concept of his own value as a 
person and of his role in his world. This will be translated in terms of his 
personality and family culture, and will directly affect his attitude toward 
peers, teachers, tasks, authority, social experience. The attitude of the child 
in turn affects the family, and the cycle may become a vicious one. 

It is natural to focus our sympathy on the child, but the greatest stress is 
apt to be on the closest well relative Cthe significant person) whose responsi- 
bility it is to be a helper and partner of the handicapped. 

The professional worker who contacts families in distress because a member 
is handicapped with a crippling illness or condition expects to observe mani- 
festations of anxiety and other symptoms of distress. It is only natural for 
those faced with such unfortunate circumstances in a loved one to suffer 
enormously, but with even the slightest encouragment most parents live 
through these experiences and become more mature people. We must admit 
that many do not, and we see everyday accounts where a family literally falls 
apart. Perhaps they have not been sufficiently fortified or perhaps they have 
not had the opportunity to reach emotional maturity and when misfortune 
comes they react in an immature fashion leading to panic. 

How does the exceptional child wish to be treated by the family? He has 
the same desires, yearning, and in general his emotional needs are the same 
as the non-handicapped. He needs recognition, companionship, but not too 
much sympathy. He wants a chance to develop skills which may still be 
possible. Over-protection, too much attention and sympathy, encourages in- 
creased dependency which the handicapped already recognizes as his own 
worst enemy. He is likely to appear too touchy on this point. "Therefore, in 
dealing with the handicapped, one must be sensitive to the things he cannot 
do for himself and give help without too much ado, but leave all things of 
which he is capable for him to demonstrate. In this manner he is allowed to 
win his recognition as a human being. lt is only in this way that he will 
realize his limited ambitions. One of the great social advances of our time is 
the realization that the handicapped persons have tremendous possibilities 
as useful, happy citizens. This is not accidental, nor the result of sentimental- 
ity, but more likely is due to the application of knowledge about human feel- 
ings, motivations, and behavior. Industry has proved that most handicapped 
people are valuable employees. 

The parent needs to guard himself from the conscious feelings of guilt 
which are likely to haunt him. He may feel he is responsible in some way 
for the handicapping condition, or he may feel that some of his thoughts 
and dreams about the handicapped person are sinful. In his guilt he may 
over-compensate and be over-sympathetic, thereby robbing the handicapped 
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of his independence or the will to do for himself. This guilt and worry may 
lead to mental and physical fatigue and depressions of varying severity. 
The effect on the handicapped is damaging, for as pointed out in the begin- 
ning, the emotional tone of each family member tends to reach a common 
level. The solution to this stressful situation is not easy. 

In working with the handicapped child during this stage, in an effort 
to bring about rehabilitation, we should be conscious of these emotional 
states in other family members, especially the ones closest to the member. 
The parent or relative responsible for the support of the handicapped child 
must be given time to work out this new relationship. The suffering is a two- 
way affair. If the disability is of a permanent nature, he must have time to 
accept reality — every means for a hopeful solution must be explored before 
the responsible person can accept things as they are. It is a mistake for those 
of us who can observe objectively that, for example, the mongoloid will always 
be handicapped, to try to convince a mother that her child is below average. 
She must work through it herself. 

'This may give the impression that relatives are considered a stumbling 
block to the rehabilitation process. In reality, they are additional people who 
must work through this emotional process pervading the whole family, and 
the relative who at first is a helpless ‘helper’ to the handicapped one, becomes 
the key to the new lives all must build. 


His RELATIONSHIP ro THE EDUCATOR 


The professional mental health worker in most instances is not consulted 
by the family. Instead, understanding friends, relatives, and the teacher are 
contacted, and they will have to offer support in their own way. It is extremely 
helpful if they know the resources in the community and where this profes- 
sional help can be obtained. 

The handicapped child needs to have others outside the family with whom 
he can relate, not in a dependent fashion, but to demonstrate worth, inde- 
pendence, and love, and to realize his limited goals. Those of us who work 
with the handicapped must detect who the significant persons are. When we 
find this relationship, our goal is to strengthen it. The teacher should not try 
to replace the mother in this relationship. After a feeling of security is estab- 
lished, rehabilitation and education can begin. The blind may be taught to 
read, the deaf to communicate, the cripple to perform in a satisfactory manner. 

It is a mistake to classify the basic problems of the handicapped person 
in terms of the illness or condition affecting them. True, the educational 
needs are different for each, and special types of training are needed for them, 
but everyone has the same basic needs for relating to others, to prove his worth, 
to give and receive love. 

The increasing knowledge of personality development and of the important 
roles of significant adults in the early life of a child carries with it the respon- 
sibility to consider carefully the role of the teacher in the life of the excep- 
tional child as well as the average child. It is necessary to recognize some of 
the factors which have affected the child before he reaches the school and 
those which affect him outside of school and therefore to consider the extent 
of the teacher's influence on the child's continued development, with a real- 
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istic and objective examination of the limits of her responsibility. The even- 
tual life adjustment of the individual is of importance to the teacher as an 
ultimate goal, but it is equally, or perhaps even more, important to consider the 
day-by-day mental health of the child in school. To attend only to the long- 
range goal may be to miss important steps on the way. It is especially impor- 
tant for the teacher dealing with exceptional children to take notice of the 
day-by-day accomplishments. 'Resting points of satisfaction’ are essential in 
a program requiring such a high degree of patience, faith, and concentrated 
effort. 

The adjustment of the exceptional child in school is often dependent upon 
the attitude of the teacher. To the teacher who has responsibility for a class, 
partly or entirely made up of exceptional children, the meaning of the various 
disabilities to her is important in her success. Without intent, pity, revulsion, 
irritation, anxiety created in the teacher by a particular disability will be felt 
by the children and affect their relation with the teacher and with each other. 
If such a group exacts too much from the teacher, it is better for her not to 
force herself to continue unless she can receive expert help in understanding 
her reaction. 

School efforts toward social integration may be defeated if the child believes 
that he is a malformed monster, or if he believes he has no disability. The 
body image held by the individual is important to his life adjustment. He 
may set totally unrealistic standards for himself or be unable to allow for the 
necessary adjustments in his environment. A girl with a severe congenital 
dislocation of the hip denied its existence and believed it was not noticeable 
when she was walking or dancing. Far from making life easier for her, she 
believed others to be deliberately. trying to embarrass her if they made allow- 
ances for her disability, and deliberately making matters more difficult for 
her if they did not. Although the body image is largely a reflection of family 
and community attitude, it is also a very personal matter. It is difficult but 
especially important for the teacher to assist the exceptional child in develop- 
ing a realistic, tolerant, and optimistic attitude toward himself as a basis for 
satisfactory personality development and functioning. 


His RELATIONSHIP TO THE COMMUNITY 


It has been pointed out how important it is to know the resources for help 
with exceptional children in the community. What is most encouraging is 
the fact that one of the good sources of help come from organizations which 
have been formed by parents who have lived through stressful periods with 
handicapped loved ones. They have banded together and have founded 
organizations which provide professional guidance as well as being a source 
of relief and comradeship to those parents who have felt alone with their 
worries. 

The adjustment of the exceptional child is directly related to the meaning 
of his disability to the community, family, and individual. In a few cultures 
it has been believed that convulsive disorders were indicative of divine 
visitation, but in more they have been considered to be leagued with the 
devil. Some leftover of this is seen in the fear and abhorrence seen in 
many communities today. Where this attitude is present, the child with con- 
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vulsive disorder reacts with shame, confusion, sense of inferiority, and def- 
ance, according to the person and the situation. Although a few cultures 
have considered that the mentally retarded person was special because half of 
his mind was obviously in Paradise, more often he has been considered to be 
a derelict, an outcast, with no feelings, no future, and no value. In addition 
to the usual complexities of growing up, most of these children face the 
indifference of the community to their special problems of adjustment. Too 
often they struggle, with inadequate equipment, to fit into the complex world 
about them with minimum understanding and help from the social institutions 
of the community. 


CowcrusioN 


Mental health can no more be subdivided into particular programs to meet 
the need for individual types of disability than can general health. The child 
with diabetes or one who is unable to swallow has the same nutritional re- 
quirements as does every other child, but the methods of supplying these is 
different. It is sometimes easy to confuse the method with the need. Mental 
health cannot be subdivided into mental health for the crippled, mental 
health for the deaf, mental health for the blind, mental health for the men- 
tally retarded, mental health for the chronically ill. The same basic require- 
ments for food, shelter, clothing, reasonable freedom from epidemic disease, 
belongingness, usefulness, importance, and individuality obtain; it is only 
the methods of satisfying these needs that differs. Herein lies the challenge 
to adults responsible for programs directed toward the goal of the greatest 
possible personal satisfaction and social functioning as a constructive citizen 
for each exceptional child. 


Rules or a set of formulae will not guarantee mental health. It has been 
pointed out that the individual does not stand alone in sickness or health, 
that mental health tends to strike a common level among the members of a 
family. Getting well or rehabilitating the handicapped requires a working 
through by more than one person. How well this is done depends a great 
deal on the motivation of each individual. Where there is strong motivation 
to live constructively, there is already a certain amount of emotional maturity 
which can be depended upon to carry one through many trying circumstances. 
It is the duty of those of us who are not involved in the handicapping situa- 
tion to give understanding help. 


Relationship of general physical health to emotional well-being has not 
been discussed. Suffice it to say that research has shown, as we have long 
believed, that there is a strong interrelation between them. In fact one is 
dependent upon the other, and we cannot separate the mind from the body. 
We will be most successful in our approach to exceptional child when we 
treat him as a whole feeling person rather than a child without legs, or vision, 
or hearing. These things cannot be true of a person without involving his 
emotions. The main avenue to rehabilitation lies in the recognition of his 
emotions. Only as we consider how he feels, how we feel, and how the fam- 
ily and community feel, can we hope to meet the exceptional needs of 
the exceptional child. 
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Throughout the ages the dictum “A healthy mind in a healthy body" 
inferred “An unhealthy mind in an unhealthy body”. The stress that was put 
on the physical health and fitness of an individual set aside all those who 
differed physically, mentally, emotionally or socially from those who were 
considered normal. 

Today a more liberal attitude has evoked. As a result, we are more and 
more aware of the "unhealthy mind in a healthy body", as well as of the 
"healthy mind in an unhealthy body". We have become aware as much of 
maladjustments, emotional blocks, overprotection, rejections, sibling rivalries, 
etc., as we are of flat feet, round shoulders, visual defects, speech defects, etc. 


Since the beginning of this century, the door of our educational facilities 
has opened to all children and youth regardless of their physical, mental, 
emotional and social efficiencies. We have developed special education serv- 
ices for those who require them because of their disabilities and handicaps. 
"Through these efforts we have reclaimed a vast army of human resources back 
into our society. However, many exceptional individuals who could have 
been helped to become contributing members in their communities have been 
lost in spite of all our tremendous efforts. Just a rough survey of the hundreds 
of state institutions would reveal thousands of children who are physically 
handicapped, mentally retarded or emotionally disturbed who are not receiv- 
ing any education and training, who have been separated from their families, 
very often only because the schools in their respective communities could not 
cope with their problems. 


It has been repeated over and over again that exceptional children do not 
differ in their basic needs, motivations, goals, etc. from the so-called normal, 
although they do require special educational facilities to take care of their 
specific disabilities. Yet we still consider many of them to be problems of a 
special nature with which we cannot Cope in a normal community environ- 
ment. 
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In order to better understand the basis of this barrier to our progress in 
more effective help to the exceptional individuals, the consideration of the 
mental health point of view in relation to the exceptional was chosen in this 
chapter. lt is believed that this is a neglected area in the preparation of the 
special classroom teacher, as well as in the professional literature. 

Mental health in its broadest sense has come to mean the adjustment of a 
human being to the world, to others, and to himself, with a maximum of 
effectiveness. In other words, the mental health of an individual takes into 
account his personality, his environment, the interaction between his person- 
ality and other personalities, as well as the interaction between his personality 
and his constantly changing environment. Mental health thus conceived 
applies to any individual, normal as well as exceptional. 

There are, however, certain hazards besetting the wholesome development 
of personalities of the exceptional that very often prevent attainment of good 
mental health. Erik Erikson in his Childhood and Society describes eight 
stages of personality development.’ In each stage, he says, there is a central 
problem that has to be solved, temporarily at least, if the person is to proceed 
with confidence to the next stage. Witmer and Kotinsky interpret these 
central problems as: the sense of trust, the sense of autonomy, the sense of 
initiative, the sense of duty and accomplishment, the sense of identity, the 
sense of intimacy, the parental sense, and the sense of integrity. 

Let us review these stages, relating each one to the developmental hazards 
of exceptional individuals: 


E1cutr STAGES or PERSONALITY DEVELOPMENT 


The Sense of Trust. The component of the healthy personality that is the 
first to develop is the sense of trust. “The first demonstration of social trust 
in the baby is the ease of his feeding, the depth of his sleep, the relaxation of 
his bowels".3 

Witmer and Kotinsky add that 


Experiences connected with feeding are a prime source for the development of trust. 
At around four months of age a hungry baby will grow quiet and show signs of pleasure 
at the sound of an approaching footstep, anticipating (trusting) that he will be held and 
fed. This repeated experience of being hungry, seeing food, receiving food, and feeling 
relieved and comforted assures the baby that the world is a dependable place.4 


One cannot help but think about the cerebral palsied babies with feeding 
difficulties, or the congenitally deaf who do not hear the sound of an approach- 
ing footstep, or the blind who do not see the food. Furthermore, the excep- 
tional child senses the anxieties in his family unit that develop on account of 
his condition. There may also be frequent visits to doctors, shorter or longer 
separation from the family due to hospitalization, etc. All these experiences 
may handicap the child in having his sense of trust deeply rooted in his total 


personality development. 
The Sense of Autonomy. 
he begins the struggle for the n 
He starts to expend his energy to a 
mind and will of his own. Erikson 
becoming an. independent human being and 


When the child is twelve to fifteen months old, 
ext component of the healthy personality. 
scertain that he is a human being with a 
describes this as a child’s striving toward 
yet one who is able to use the 
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help and guidance of others in important matters.” It is obvious that before 
the sense of autonomy can develop, the sense of trust must be reasonably well 
established. At this stage of development the child experiments with ‘trying 
out' his right to choose. He tries to learn the boundaries of autonomy: 'hold- 
ing on and letting go'. If his physical or mental disabilities prevent him from 
his basic right to choose, for example, "whether to sit or whether to stand . oi 
whether to accept offered food or whether to reject it, whether to use the 
toilet or to wet his pants", then there is the great danger that he will not 
discover the frontiers that mark off what is approved, what is tolerated, and 
what is forbidden in our society. 


The Sense of Initiative. Another hazard to the development of healthy 
personality of the exceptional child occurs at the time when his normal peers 
start to find out what they can do, Witmer and Kotinsky call this “the period 
of enterprise and imagination". The child tries to imitate the behavior of 
everybody he observes. He asks questions. He is making discoveries con- 
stantly. The sense of initiative that is so much prized in our society starts to 
develop. 

The child who is crippled, deaf, or blind, depends very much on others. 
Very often the development of his sense of initiative is discouraged or pre- 
vented by his condition. 


The Sense of Duty and Accomplishment. A child who has not achieved 
the three stages so far described enters his school years very much handi- 
capped. He is apt to experience a sense of inadequacy arid inferiority. It 
should be remembered that children need and want real achievement. To 
help them develop a sense of accomplishment does not mean merely praising 
them, giving them all good marks and passing them on to the next grade. 
School, of course, becomes at this stage the core of the child’s life. 

The exceptional individual needs, more than others, the reconfirming of 
his sense of trust, autonomy, and initiative as well as help in developing his 
sense of duty and accomplishment. 


; The Sense of Identity. The adolescence of an exceptional individual 
is the most trying period of his development. Unfortunately, in our present 
educational setup this is when he ends his formal special education. At this 
period, he seeks to clarify who he is and what his role in society is to be. 
The exceptional adolescent becomes more aware of his shortcomings, whether 
physical, intellectual, emotional, or social. He is in need of very careful guid- 
ance to help him to accept himself. 


During this period self-pity may become deeply seated and well-nigh ineradi- 
cable, and the presence of a defect may also interfere with sex love. Intimacy 


with persons of the Opposite sex cannot be developed in the lives of many 
handicapped. 


_ The Parental Sense. This stage of development is characterized by an 
individual entering his adulthood and his craving for others more than for 
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himself. It is characterized by accepting the fact that giving is higher than 
receiving, and loving than being loved. Many exceptional individuals do not 
ever achieve this stage in their development. If they do, the danger repre- 
sented here is that they have accumulated experiences of constant getting, 
receiving and being loved. It is very difficult to change this pattern. 


The Sense of Integrity. The final component of the healthy personality, 
the sense of integrity, depends very much on all the others mentioned previ- 
ously. If the individual experienced failure throughout his life, he will not be 
able to accept his life cycle. One of the goals of special education should 
be the preparation of the exceptional individual for accomplishing his sense 
of integrity. 

This, then, is a summary description of some of the hazards besetting the 
healthy personality development of exceptional individuals sand which should 
be taken into account in working with them. 

In discussing personality development, one has to remember that it denotes 
the totality of an individual’s behavior as shown in his conduct, reputation, 
temperament, and character as judged by others, and the inner organization 
of his drives, purposes and attitudes. Some of the components of personality 
are observable, e.g., physical characteristics, physique, etc. Some of the com- 
ponents are measurable, e.g., aptitudes, skills, intellectual abilities, etc. But 
the most important ones are neither observable nor measurable. Jersild calls 
them the subjective or ‘inner’ components: the individual's motives, aspira- 
tions and feelings; his ideas and attitudes regarding himself; and the manner 
in which his ‘inner life’ is organized. 


Tuer TEacuer’s Rote 


Because of the subjective, nonobservable components of our personalities, 
it is very difficult for teachers to help their pupils to understand and accept 
themselves as they are. It is even more difficult to achieve this with excep- 
tional children. In spite of these difficulties, the teacher should stress helping 
them toward self understanding, thus also helping them more effectively to 
overcome some of the hazards in their personality development. 


When an effort is made to promote self understanding, which is the basic 


principle of mental health in any group of exceptional children, one of the 
t of such work upon the teacher. 


most impressive effects is the emotional impac f 6 
Very often exceptional pupils, when encouraged, will reveal a wide range 
of emotional problems. According to Jersild,!® children who have been con- 


sidered ‘problems’ in the school, in the home, and in the community for 
several years, often will display various aspects of their hostility, anxiety, and 
despair. These can be very threatening even to the most experienced teacher. 
In other words, the child who is mentally retarded, physically handicapped, or 
socially maladjusted, provides many mental health hazards for the teacher 
himself. One of the most commonly found is that the teacher may be over- 
whelmed by the terrific needs that are laid bare. The needs of the exceptional 
children are so great, and the teacher may realize that his ability to help is so 
limited that it seems hopeless even to try. j s 

There was once a belief that the best teachers of exceptional children were 
those who themselves were handicapped, because they had a better insight 
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into the problems besetting those children. As far as problems related to the 
disability per se are concerned, this might be true, but it is more important to 
gain insight into the child’s inner life. In order to be able to do this, one has 
to gain insight into one’s own inner life. To be able to sympathize with the 
child who is hostile, the teacher must face his own hostile tendencies and try 
to accept the implication of his anger as its occurs, say, in his annoyance with 
his pupils, his impatience with himself, his likes and dislikes of other teachers, 
his complaints against parents or school authorities, or others on whom he 
fixes his ire. To realize the fears and anxieties of children, the teacher must 
try to examine his own fears and anxieties. To do so may be more painful 
and threatening at the moment than to pretend that they do not exist. Un- 
less he can understand his own fear of making mistakes and the fear of what 
others may think of him, his ability to perceive that others are frightened will 
be limited. 

One of the most common phenomena found in the attitudes of handi- 
capped people toward themselves, and one which most often develops into a 
serious mental disorder, if not caught at an early stage, is what Horney calls 
“feeling abused.” Very often a child who is disabled in one way or another 
may dwell on the harm done to him by heredity, physicians, his parents, 
schools, or by society in general. I remember talking to a young man afflicted 
with cerebral palsy who blamed his condition on the physician who had 
delivered him into the world by means of instruments and who had, according 
to this boy, “damaged his brain”. Now at the age of twenty he was trying to 
find this doctor to make him pay back for all his sufferings. 

This “feeling abused” may convince a person that everybody is better off 
than he. “Others find a better job, get a raise in salary; their clocks always 
keep correct time, their cars never need repairs, their sorrows are negligible".!? 
It may also convince him that everybody is against him. Everybody expects 
something impossible of him and if he does not measure up to their expecta- 
tions, it makes him feel guilty. 

Sometimes these feelings are justified, sometimes they are imaginary. One 
thing, however, is certain. If a child lives in an environment in which he is 
opposed, thwarted, or rejected, as happens often with the exceptional, he will 
begin at an early age to develop the kind of behavior which we find in a per- 
son who perceives himself as one who is being abused. He will feel hostile 
and probably will project his hostility onto others. 

When we face a person who expresses the feelings of being abused, this 
may become threatening to our own feelings of mistreatment. We might tend 
to keep it from our awareness, being afraid of its disruptive effect on human 
relations. 

The teacher should help his students in the process of self understanding. 
However, to help others to understand themselves, one must understand 
oneself, “Love thy neighbor as thyself” becomes meaningful and applicable 
only as one comes to “love thyself”. One must first know himself, and accept 
himself for what he is. It is not a matter of loving some illusion of oneself. 
When one accepts his limitations, then, and only then, can he accept the 
limitations of others. It is important to note that the ability 


which enables a person to be wise to himself does not necessarily show a very high 
correlation with the kind of ability we measure by means of our intelligence tests... A 
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person can have a very high IQ and still thoroughly fool himself and people with modest 
IQ's sometimes achieve a very canny and healthy picture of themselves.1% 


An exceptional child most often is influenced by the anxieties of his par- 
ents. There is a tendency on the teacher's part to use cliches, — this parent 
is rejecting, that one is overanxious, another one is overprotective, — and 
leave it at that. When dealing with parents of exceptional children, the 
teacher must again have enough of self understanding to be able to grasp 
the fundamental facts of parental problems. The birth of any new child 
involves a shift in family relationships for which parents have to be prepared. 
However, parents in most cases are not prepared for what will be involved 
with a handicapped child. Some hold themselves or each other responsible 
for the cause of the child’s handicap, and their feelings of guilt or blame 
affect their approach to the child and to each other. The handicapped child 
introduces a severe strain which often intensifies the weak spots in the rela- 


tionship between the parents. 


The problem becomes more complex when other siblings are involved. 
How can parents find time to meet the ordinary day-to-day needs of their 
nonhandicapped children, without neglecting the handicapped one? How 
can they manage to care adequately for the handicapped child without 
depriving the rest of the family of their time and interest? The parent of a 
child with a handicap has been deeply hurt. No matter how brave, stoical 
or even cheerful he appears, he feels he has been deprived, through no fault 
of his own, of many of the normal satisfactions of parenthood, especially the 
expectation that his child will grow up and take his place in society to work, 
to marry, to participate in the life of the community. 

The education of the exceptional cannot be carried on in complete isolation 
from other children and youth. Even though special classes and special 
schools, and special services are often required, an attempt has to be made 
to mix exceptional children with their normal peers. This process, it is said, 
prepares the exceptional child to live in a world consisting of normal indi- 
viduals. One question, however, has been neglected. 


dapt their activities, their wishes, their prefer- 


ences to the interests, needs, limitations, and preferences of the exceptional youngsters? 
rld that includes blind, deaf, 


Who teaches them that they must learn to live in a wo! , 
crippled, and mentally retarded people, and that these people have the same right to 
a voice in how the world is run as do those who can see and hear, and who have strong 


bodies and nimble minds?!* 


In order to minimize the difficult 
exceptional individuals, special educatio 
clude as a planned feature psychological 
gain in understanding themselves and in underst: 
to them. According to Jersild, 


nearly everything in the curriculum is charged with psychological meaning when viewed 
from the standpoint of what it might do to help learners find themselves, realize their 
potentialities, use their resources in productive ways, and enter into relationships which 


have a bearing on their ideas, and attitudes toward themselves. 15 
Every teacher, therefore, becomes in his own way a psychologist. “Every- 
thing he does, says, or teaches has or could have a psychological impact. 


Who teaches the normal youngsters to a 


ies endangering the mental health of 
n practices and processes should in- 
instruction that would help students 
anding of others in relation 
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What he offers helps children to discover their resources and their limitations. 
He is the central figure in countless situations which can help the learner to 
realize and accept himself or which may bring humiliation, shame, rejection, 
and self-disparagement".!* 
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THE ROLE OF PSYCHOLOGY IN 
SPECIAL EDUCATION 


KARL C. GARRISON 


A satisfactory program for the education of exceptional children must be 
based upon the needs, abilities, and dynamics of the individuals concerned. 
Increasingly, the psychological aspects of the problems of the exceptional 
child are being recognized as extremely important. Thus, one finds as part 
of the staff of a complete clinic for exceptional children one or more indi- 
viduals trained in clinical psychology, as well as others with some under- 
standing of the function of psychology in special education. 

The role of the psychologist will vary in accordance with the nature of the 
individual problems involved in special education programs. In some cases 
his role is a major one, while in others it will be of less importance. 


Ipentiryinc Crir.pnEN Neepine Sexciar HELP 


n the best position to study the individual child, 
d. other specialists will be needed in identifying 
those children in need of special help. The teacher will, therefore, refer 
children suspected of being mentally retarded or otherwise handicapped to 
specialists for further study. A competent psychologist is the proper one to 
administer individual mental tests and otherwise appraise the educability of 
the pupil. He is best equipped to classify the pupil as mentally deficient, 
mentally retarded, or slow learning. He is the key figure in identifying those 
children who are too retarded in their mental development to profit from the 
educational program designed for children with normal mental development. 
Shultsky, Justman, and Wrightstone report that a short form of the Stanford- 
Binet intelligence test has been devised for screening children for admittance 
to special classes in New York’s public schools.! 

One of the major responsibilities of the psychologist is to administer psy- 


chological examinations to children in hospitals, special classes, and elsewhere. 
ses in special class units in regular 


An examination of 67 cerebral palsy ca 


Although the teacher is i 
the help of psychologists an 
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public schools of New York revealed 16 to 24 per cent to have an IQ of 110 
or above.* The data presented in Table 1 shows that 51 per cent of the group 
were of average intelligence. As a result of the examinations, arrangements 
were made to transfer the 6 mentally defective children to more appropriate 
community services, thus providing better for their needs. 


Tase | 
Intelligence Status of Sixty-seven Cerebral Palsy Children Enrolled in School 
19 Number Per cent 
Classification 
Superior (110 IQ and above) 16 24 
Average (90 to 109 IQ) 34 51 
Borderline through Dull — Normal (70 to 89 1Q) 11 16 
Mental Defective (below 70 IQ) 6 9 


DrAGNOSIS AND CLASSIFICATION 


Accurate diagnosis and classification is essential for a sound educational 
and guidance program. Such a diagnosis should furnish information about 
the degree, classification, and probable cause of the condition. The use of 
mental tests alone is inadequate for such a diagnosis. A comprehensive 
clinical appraisal would combine the evidence obtained from mental tests 
with results obtained from other tests and a case study of the individual. Thus, 
specialists from different areas are essential for a complete clinical study of the 
individual child. A complete evaluation includes a thorough case history, 
and physical, neurological, psychiatric and psychological examinations. The 
physically handicapped, socially and emotionally maladjusted, and gifted 
should be located, and an educational program developed in harmony with 
their needs and abilities. The child who is severely handicapped would com- 
bine the evidence obtained from mental tests with results obtained from 
other tests including previous tests, and a case study of the individual. Thus, 
specialists from different areas are essential for a complete clinical study of 
the individual child. A complete evaluation includes a thorough case history, 
and physical, neurological, psychiatric and psychological examinations. It is 
the function of psychology to recommend how the educational program 
should be structured and implemented so as to produce the optimum develop- 
ment of the individual child. 

The psychologist plays a major role in the diagnosis of the mental ability 
of children. The diagnosis and classification of those at the lowest level of 
mental deficiency is not so difficult. The child who is classified as severely 
retarded mentally should then be placed in the classes where he will be able 
to function to the best of his ability. It is at the moron level where pseudo- 
feeblemindedness and marginal normality appear that inaccurate diagnosis 
are often made. It is with these individuals in particular that the use of the 
criterion of social adequacy, or results from sources other than intelligence is 
very important. 

One of the weakest links in the mental diagnosis of physically handicapped 
children is the inadequacy of instruments for evaluating the general intellec- 
tual level. This is brought out in a report by Blum, Burgemeister, and Lorge 
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of their studies at the Institute of Psychological Research, Teachers College, 
Columbia University. The practice of psychologists has been to use existing 
tests for diagnosing and classification, pending the development and valida- 
tion of instruments which would take into account certain inadequacies 
inherent in the handicapping condition. A review of the literature shows that 
much progress has been made in the development of tests with items better 
suited to the limitations imposed by certain physical or sensory handicaps. 

A number of psychological studies of epileptics have been made during the 
past several decades. Two techniques of evaluation have been used with 
some success. These involve (1) the Rorschach test, and (2) the scatter or 
pattern analysis on an intelligence test. For several decades psychologists have 
made use of the latter in an effort to diagnose certain mental states, such as 
schizophrenia. A number of extensive studies have dealt with the character- 
istic patterns of responses given to items on intelligence tests by individuals 
suffering from some organic condition, such as that found in the case of 
epileptics. The results of these studies, although revealing in terms of recog- 
nized signs, are not sufficiently valid for a clear-cut diagnosis. The psycho- 
logical diagnosis has been found to be valuable in supplementing findings 
from observations and a careful medical diagnosis. 


ADJUSTMENT PROBLEMS OF THE HANDICAPPED 


Many factors operate jointly in affecting the adjustments of physically 
handicapped children. Cruickshank and Dolphin have suggested that crippled 
children, as a group, “show personal socio-emotional adjustments which de- 
viate from those which are considered healthy.”* For most children the dis- 
abling condition exerts a psychological as well as physical influence. A 
comparison of the social and emotional adjustments of crippled and non- 
crippled children by Gates showed that the crippled children obtained scores 
which compared to those obtained by non-crippled children at inferior 
adjustment levels.* d 

The psychological problems of the exceptional child arises from two 
sources: (1) the limitations placed upon the child by the handicapping con- 
ditions; (2) the attitudes and personality characteristics developed as a result 
of environmental forces related to the handicapping condition. The excep- 
tional child, like other children, craves the affection of others, and has a keen 
desire to win the approval of his classmates and teachers and to attain a fair 
degree of self esteem. He has the same basic needs as other children. Too 
often he is looked upon as an individual to be guided and manipulated into 
low-level pursuits rather than as a human being capable of reacting to 


affection and hostility, acceptance and rejection, approval and disapproval, 


failure and success. Mental hygienists and psychologists emphasize the im- 
portance of the relation of these needs to the personal and social adjustments 
of the individual child. The behavior of the child is symptomatic of failures 
in the satisfaction of certain basic needs. The early emotional climate as well 
as the immediate situation must be taken into consideration in the evaluation 
and guidance of the emotionally disturbed child. 

An important role of psychology is to assist parents and teachers of excep- 
tional children to recognize their needs and to understand more completely 
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the nature of psychological adjustments faced by these children. In the group 
of 87 children studied by Cruickshank and Dolphin it was observed that the 
need to share in decision-making and the need for love and affection were 
being over-met by parents, teachers, and other adults. 

Handicapping conditions affect behavior in both a direct or primary way 
and an indirect or secondary way. These secondary or psychological effects 
superimposed upon a primary organic defect are more serious than the primary 
effect. Fears, resentments, lack of motivation, inattention, and various per- 
sonality distortions may appear as secondary results of a handicapping con- 
dition. The problem of differentiating primary and secondary effects is a 
difficult one, and there are no simple rules to guide the teacher or specialist. 
However, it is extremely important that it should be made in order to guide 
the individual child in his personal and social development. Such a differ- 
entiation requires the services of a psychologist or clinician who can bring 
together the life history, testing data, and his own observations of each 
individual case and from this constellation arrive at more accurate differentials 
of primary and secondary effects. 

A good illustration of. the secondary effects is that reported by Lashley of a 
patient who, after a brain operation, failed to learn the alphabet with 900 
repetitions.” A bet of 100 cigarettes was made with the patient that he could 
not learn the alphabet during the period of a week. This furnished the neces- 
sary incentive for the patient, and he promptly learned the alphabet in 10 
trials. Thus, an increased motivational condition produced a significant 
change in the learning behavior of the subject. 

A crippling condition tends to limit the activities and achievement of the 
crippled child. Likewise, the hard-of-hearing or visually handicapped child 
is restricted by his sensory handicaps. The mentally retarded child in regular 
classes is not only handicapped in his educational achievement, but the needs 
for belongingness and social approval are often not satisfactorily met. Thus, 
there is a preponderance of problem behavior found among pupils with an 
1Q of 80 or less in regular classes, Concerning this Maberly has pointed out: 
Where no special steps are taken to assist i 'ercome their 
difficulties, there follows a distortion of 2g nie ci hebr de child fails to 
make personal relationships and is very liable to display anti-social behavior. He sets out 
to satisfy his own needs at the expense of those towards whom he feels neither affection 
nor loyalty.8 

The role of the psychologist in a study of maladjustments among these 
children extends beyond the school into the home. Nearly one-fourth of a 
random sample of 165 cerebral palsied children studied by Miller were re- 
ported emotionally maladjusted.? Adjustment problems of the parents were 
recognized as frequently as those of the cerebral palsied children. 


CLINICAL SERVICES TO THE "TEACHER 


after the child has been carefully examined and recommendations made 
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opportunities for seeking help from medicine, psychology, psychiatry, and 
social case work. For example, when the emotionally disturbed child is 
referred to the psychologist or psychiatrist, the teacher need not feel that his 
ability to deal with the child is being questioned or even minimized. Teach: 
ing the exceptional child is a team affair, with the teacher as the central 
figure of the team. Certain behavior activities may well be regarded as sympto- 
matic. The trained and experienced teacher will recognize these as symptoms 
and seek further help from the specialist who can be of most service in 
diagnosing the difficulty and in suggesting remedial measures. The teacher of 
exceptional children, like others with a scholarly attitude, will find it neces- 
sary to face the fact that because of lack of specific knowledge, training, and 
experience, his effectiveness will be limited unless he secures help from other 
sources. Such an attitude is an indication of emotional and professional 
maturity. 

The case study is the most comprehensive of all methods available for 
studying the individual child. It is especially useful in dealing with mal- 
adjusted children, children exhibiting signs of undeveloped ability, and chil- 
dren who are often referred to as 'delinquents. Although complete case 
studies require the services of a specialist, teachers are finding an increased 
need to gather accurate information about their pupils and to study carefully 
the past history and present status of those confronted with difficult problems. 
The developmental concept of the child emphasizes the need for complete and 
accurate records in an effective educational program. 

The help of the psychologist will be needed in making a thorough study of 
an individual child presenting special problems. A complete case history will 
include the family background, health history, physical growth record, social 
development, mental and educational development, interests and hobbies, 
special abilities and disabilities, and problems. This information will be 
supplemented by interviews with and observations of the individual. 

The psychologist assists the teacher in dealing with problems arising from 

learning difficulties, faulty personality structuring, personal and social adjust- 
ments, and unfavorable home conditions. He is particularly concerned with 
curriculum materials and teaching procedures appropriate for the individual 
child. 
The psychologist plays an important role as a therapist, although the 
teacher is the key figure in the instructional program. Many children will 
need special help; the psychologist either works with the teacher in provid- 
ing for this special need or works directly with the child. His role in this 
connection will depend largely upon his training, the training of the teacher, 
and the facilities available. 


NEED ron Continuous ÁPPRAISAL AND RE-EVALUATION 


The physically handicapped child admitted to an inpatient hospital or 
convalescent institution or to a special class for exceptional children, or 
assigned to a teacher for instruction at home, may remain there longer than 
this service is necessary. Such a practice is not only a costly one, but is a 
potential source of psychological injury to the individual child. There is a 
basic need for a careful and continuous evaluation of the progress of each 
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child. This evaluation should emphasize particularly the advancement made 
in meeting the physical needs of the child and secondary effects that may 
appear as a result of the handicapping condition or of the special program 
designed for his benefit. The psychologist plays an important role in prevent- 
ing or alleviating secondary effects resulting from the handicapped condition. 
For example, it is noted that the polio child of school age is subject to many 
very real fears. He needs to be shielded from the worry growing out of or 
closely related to the crippling condition. The services of a qualified psycholo- 
gist with clinical training and experience should be available as part of the 
team that evaluates the physical development and personality structure of the 


child. 


The investigations of the psychologist should take into account any sensory 
deficiencies present, including the finer sensory abilities such as perception of 
form and spatial relations or the perception of pitch, tonal qualities, and the 
like. A differentiation should be made between the child's present functional 
level and his potential. When the actual functioning level is below the sus- 
pected potential, an analysis of possible causes must then be made. 


VOCATIONAL GUIDANCE AND ADJUSTMENT 


The amount of intelligence required of different jobs has been studied by 
many investigators. This is most important in connection with the vocational 
guidance and placement of the mentally handicapped. In a study by Ball, a 
high correlation was found between intelligence and gross occupational 
areas.'° Cookley found that the mentally retarded person can do the repeti- 
tious, monotonous type of work with greater efficiency than the bright 
person.!! In order to ensure better vocational adjustment on the part of the 
mentally handicapped, the vocational counselor should make a practical use 
of intelligence test scores. "Through the application of psychological findings 
relative to job requirements and job satisfaction the mentally and physically 
handicapped can be placed on jobs for which they are best suited. These 
studies have shown that there are many jobs- available for the physically 
handicapped and mentally retarded. An educational and guidance program 
should have as one of its goals vocational adjustment on the part of the indi- 
viduals concerned. 


RzsEanCH 1N SPECIAL EDUCATION 


The psychologist is well equipped through training in experimental 
methods and statistics to conduct needed research with children requiring 
special education. He makes use of devices available for the assessment of 
the developmental characteristics and abilities of children. These include 
such instruments as Gesell Developmental Scales, the Vineland Social Matur- 
ity Scale, anecdotal records, varied projective techniques, as well as stan- 
dardized verbal, non-verbal, and performance tests. He develops new tests 
and modifies existing tests for use with handicapped children. He studies the 
developmental characteristics of the exceptional child and makes recom- 
mendations relative to a suitable educational program. 
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There is a need for additional research on the development of nonhandi- 
capped children in order to make a more accurate diagnosis of the deficiency 
or dysfunction of the exceptional child. For example, the lack of sufficient 
data on the auditory-perceptual development of children makes the task of 
accurately differentiating deafness and disturbances of auditory perception of 
the elementary-school child a difficult one.12 The Interim Hayes-Binet Intel- 
ligence Tests for the Blind is an illustration of the development of test items 
and the adaptation of many items for use in testing the blind. The develop- 
ment of two forms of the Stanford-Achievement Test, Intermediate Battery 
in large type, made it possible to evaluate more accurately the educational 
achievement of those children with visual difficulties. The five verbal tests 
and the vocabulary test of the Wechsler-Bellevue Scale can be used with the 
partially seeing and the blind with only slight variation. Handicaps among the 
crippled are so varied that the choice of tests must be made on an individual 
basis. The cerebral-palsied child presents the most difficult problem, for wide 
variations in their ability to respond manually or verbally will be found. 
Obvious difficulties appear from any attempt to determine their mental 
development on the basis of scores made on existing instruments for measur- 
ing intelligence. 

Within recent years considerable research has been conducted dealing with 
the personal and social adjustment of the exceptional. Psychologists are con- 
tinuously evaluating therapeutic methods of alleviating personality disorders. 
However, there is a need for additional research bearing on problems involv- 
ing the mental hygiene of exceptional children. 

The psychologist, teacher, and counselor should work together as a team 
in studying teaching procedures, curriculum provisions, and therapeutic 
measures for the exceptional. Research is in progress dealing with the voca- 
tional possibilities of various exceptional children. There is also needed re- 
search in occupational satisfaction, and other problems connected with the 
exceptional after they have completed a program of education. Such research 
will furnish a sound basis for an educational and guidance program which will 
contribute to the optimum development of exceptional children. 
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BASIC PROBLEMS IN GUIDANCE IN THE 
FIELD OF THE EXCEPTIONAL 


VELMA YOWELL MORTON 


Many of the guidance problems for the exceptional child are not problems 
because he is an exceptional child, but rather because he is a child. The 
exceptional child will have to meet all of the problems that the so-called 
average child will meet; in addition, he will be required to meet some other 
problems. We are all exceptional in that we have our own peculiarities and 
our own particular restrictions and limitations. 

The term ‘guidance’, as used in this chapter, refers to those services ren- 
dered to the individual for the purpose of assisting, as much as possible, the 
individual to adjust to his present situations and to plan for the future so that 
he may be able to support himself and, perhaps, a family. 

To plan for the future, ALL children must consider their needs, abilities 
and limitations, their interests, their opportunities, and their social respon- 
sibilities. In considering some of these, the exceptional child will be required 
to adjust to definite limitations which are beyond his control. 


Cumance SERVICES ron THE EXCEPTIONAL CHILD 


plete guidance service for all individuals, we 
1) helping each individual to analyze himself 
and understand that analysis; (2) promoting in each individual the develop- 
ment of interests and desires that are attainable for him; (3) helping him to 
learn those things about his environment that are important in his planning 
for the future; (4) allowing him to experience actual planning and choos- 
ing in his activities; and (5) aiding him in gaining access to opportunities for 
putting into his daily living those ideas which will help him in his long time 
planning for the future. 

All of these services must 
tional child will need other guidance services 
handicaps. The school will be able to furnis 
by all; but for the exceptional child, the school may no 


If we are to provide a com 
must include provisions for: C 


be provided to all of the children. The excep- 
because of the existence of his 
h the services that are needed 
t be able to assume 
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or totally deaf, those conditions are obviously the reason for his major be- 
havior. We are inclined to make allowance for a blind child or deaf child, 
but not for the actual behavior. 

There is a distinction between behavior problems and personality problems. 
This was pointed out by Ackerson, who mentioned that personality problems 
Which affect others to some degree may be considered behavior problems. 
Recessive or withdrawing behavior, which mainly affects the individual, is 


Physical handicaps all tend to reduce the range of activities in which an 
individual may participate or lower the level of performance. This may cause 
frustration. 


ness and withdrawing behavior may be expected in children who have been 
Over-protected. 


causes the child to retire into a far corner and give up. 
Then we have families who refuse to recognize a handicap as such — this 


influence on a child's behavior. 

If the child who is physically handicapped is to achieve the one big goal 
in life, that of taking his place in Society and to make the most of his possi- 
bilities, he will need much guidance to overcome some of his special problems. 

GUIDANCE Fon THE Menratry DirFerent 


A mentally retarded child may have a much greater effect on the parent 
than on himself. The more retarded the child, the less he realizes his condi- 
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tion. The effect on the parents may cause them to react in many ways that 
definitely affect the behavior and wellbeing of the child. 

The attitude parents take toward the mentally handicapped child varies. 
Some have great pity for him and over-protect him. They may shower him 
with affection. Others may be ashamed of him and reject him completely. 
Either reaction will cause the child to develop traits that may be very difficult 
to overcome. 


The mentally handicapped child is essentially narcissistic in nature. He 
seldom has very deep feeling toward others. This has been pointed out by 
Harms.? He lacks foresight and judgment, naturally he cannot comprehend 
abstract situations. Changes are difficult for him. He is different from the 
physically handicapped child in that he is often unaware of his limitations. 
With the physical handicap the child was forced to see his limitations by his 
failure at being able to do some things. This failure to realize his limitations 
may cause him to experience failure a great number of times. Repeatedly 
experiencing failure and finding no means of progress toward acceptable goals 
leads to the disintegration of personality. 


The gifted child has been defined and selected in accord with high I.Q. 
L. Terman referred to those children whose intelligence quotients 130 or 
higher, as ‘gifted’. We may not be able to identify all gifted children with 
intelligence tests. Expression might have been blocked in some children by 
insecurity which may be traced to the home. The gifted child has been 
shown to be a physically superior, attractive, well -rounded individual. Typi- 
cally he is modest and socially well-adjusted. Anderson? has reported in a 
study that there are five types of discipline problems somewhat common 
among gifted children: (1) disorderly discussion in classrooms; (2) expres- 
sions of disappointment at not being heard; (3) egotism; (4) indolence; 
(5) truancy. Disciplinary cases are common and criminal records occur. 


Brilliant minds sometimes use their wits for success in unprofitable pleas- 
ures and pursuits. The gifted child is often neglected and this may affect 
considerably his mental, social and normal life. 


The gifted were superior when compared in personality traits with the 
average child. In behavior adjustments and moral traits the gifted as a group 
compare favorably with the average. 


GUIDANCE For THE SOCIALLY HANDICAPPED 


The term ‘socially handicapped' includes children who are usually spoken 
of as truants or delinquents and who often are educated in parental or farm 
schools or in state industrial schools. It also includes those who are potential 
truants or delinquents. We may find this group of children among the 
physically handicapped, the mentally handicapped, or the so-called normal. 
They have many of the same problems. There may be many causes for this 
child being labeled as a socially handicapped child. There are those who claim 
that such traits are inherited; others believe that there are inherited traits 
which give an ideal background for growth. Perhaps it is low intelligence, 
lack of adjustment, emotional instability, physical inferiority, superabundance 
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of physical energy, or abnormal psychic tendencies. These traits are found 
in varying degrees and combinations that it has been thought that it is the 
abnormal combination of these traits that causes truancy and delinquency. 


SPECIAL GUIDANCE FOR THE ExcEPrIoNAL Curr. 


The preceding paragraphs have offered us some of the basic problems of 
the various types of exceptional children. If we are going to render the 
services to these individuals that are necessary for the purpose of assisting the 
individuals to adjust to his present situations and to plan for the future so that 
he may be able to support himself and, perhaps, a family, then we are going 
to have a definite program in guidance. 

Guidance must take into account the unique qualities of the individual. 


a way that children may help themselves. 

The exceptional child needs guidance, whether it be the formal type as 
offered by many schools or the kind that can be given in schools that lack 
these services. Some of the steps that can be taken to guide these children 
toward the attainment of their goals are: 

l. Give the child a chance to feel success by giving him tasks that he can 
perform as effectively as his classmates, 

2. Recognize the handicapped child's successes whenever possible. 

3. Present new activities to the exceptional child so that he may experience 
new interests. 

^. Teach for increased tolerance. It is very important that this type of child 
be appreciated. 

- Give as much remedial instruction in basic school skills as possible. 
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GUIDANCE FOR EXCEPTIONAL CHILDREN 
AND YOUTH 


GEORGE LAVOS 


Guidance for exceptional children and youth is a many-sided process involv- 
ing both the rational and the emotional. From one view, guidance involves a 
description of the personal mechanisms used in psychological adjustment. 
From another, guidance includes the description of reactions of others to the 
exceptional individual. Guidance is also a process by which the exceptional 
individual may realize suitable goals for himself and by which those in whose 
world the exceptional individual lives may adjust to his conditions and aid 
him in his growth. Entwined in guidance are the historical attitudes toward 
disabling conditions that stem back hundreds of years, highly personal feel- 
ings about physical and mental integrity within the concept that the indi- 
vidual develops about himself, and cultural standards of personal attractiveness 
and strength. Appeals for aid, publicity highlighting a unique aspect, and 
professional accentuation on special needs enter into the guidance of excep- 
tional individuals. Guidance has been confounded by the rapid plunge from 
observations to systems of amelioration, by the gap between what is rationally 
known and what is emotionally felt, and by the multiplicity of helpful sug- 
gestions which may sometimes be contradictory. 

Guidance pervades the child’s life within the home, extends into his 
acceptance of himself as well as his status with others, and broadens into the 
expanding physical and social worlds he enters after leaving the home. It 
deals with self understanding, with achieving socially acceptable goals con- 
sistent with his capacities and interests, in addition to gaining experiences 
that foster the two.1 


Tue Outcomes or EXCEPTIONAL CONDITIONS 


Although some exceptional conditions are temporary while others are 
| progressive or static, any condition which affects the child for a time may have 
l an aftermath in his adjustment which must be encompassed in a guidance 
| program. These adjustments become part of the child, remaining with him 
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as an adolescent, a youth, and an adult. The extent to which these adjust- 
ments arising from the exceptional condition expedite or hinder his growth is a 
guidance problem confronting parents and educators. 

The effects of an exceptional condition may be described from three view- 
points: the physical or the immediate, the reactions of others or the societal, 
and the reactions of the individual himself or the personal. These outcomes 
may operate within a short time or be extended through many years of the 
child's life. They may be only partially operative. Some of the conditions 
may be immediately apparent as in an orthopedic child, or disclosed only 
under certain conditions as in a hard-of-hearing child. Some are revealed only 
in special examinations such as cardiac impairments. 

Immediate Outcomes. The immediate outcomes are primarily physical 
in nature and are commonplace in the inability to walk, see, or hear as others 
do. There are secondary outcomes that follow restricted use of arms and 
heart, eyes and ears. Although a child with a disabled leg may be able to 
walk and stand, he may be unable to plane a piece of wood because he 
cannot lean over sufficiently to put his weight behind the movement. The 
triology of the deaf child who cannot hear ordinary speech and consequently 
does not learn without special instruction to talk or to use the ordinary symbols 
of language is well known. Blindness, too, has secondary outcomes in limited 
perceptions, control of the environment, and in other ways.? 

The primary outcomes may be described. in terms of physiology and 
anatomy. Some have even yielded to measurement in an easily understood 
scale. The secondary outcomes lie within the area of control of objects, in 
mobility in the environment, in the extent of experiences, in the perception 
of objects, and in establishing duplicating cycles of communication. 

Societal Outcomes. Even before the primary and secondary outcomes of 
an exceptional condition are felt in the child’s life, outcomes of its presence 
arise from the reactions of parents and other family members as well as from 
those of peers and neighbors. One group of reactions are rationally based; 
these often take the form of restrictions on the child's behavior for his own 
safety. At some point, however, personal judgment may become erroneous 
and establishing restrictions in areas in which the child can actually function. 
On the basis of judgment alone an impairment may be considered more 
extensive than it is. No thought may be given to alternate ways of meeting 
the situation. For the child’s own good, actual or supposed, limits may be set 
on the range of his exploring activities, and from such limits it is but a step 
into rationalizations for underlying emotional reactions of a distance-main- 
taining nature, disbelief in abilities, and others, 

On the other hand, there are reactions of a more subtle nature, often shown 
in attitudes of those in intimate contact with the child. Barker has outlined 
several of these. Because of guilt feelings, for example, “the parents of 
a crippled child are . . . prone to over-protect or reject him or to do both”. 
Meyer has pointed out that in a home in which the level of communication 
is verbal, and physical demonstration of affection is restricted, deaf children 
become aloof and withdrawn, turning their interests to objects rather than 
people. The penetration into the child's life of certain types of emotional 
and attitudinal response on the part of the family may result in the develop- 
ment of behavior within the child which may not be healthful or desirable. 
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In a broader perspective, there-are reactions of groups in less intimate 
contact with the child which have a bearing on his growth. When asked to 
rate the disabled in various ways, sophisticated people, — college and high 
school students and professional men, — indicated a favorable attitude. On 
the other hand, in 8096 of the jokes surveyed in a study, the disabled were 
clearly depreciated. Barker, on the bases of these facts and of nicknames, 
religious practices, and characters in novels, concluded that although ex- 
pressed attitudes of sophisticated people are often favorable, an undercurrent 
of hostility or depreciation was present.’ Tenny also outlined the devaluated 
status of the exceptional child in present-day society. And Johnson and Kirk 
brought the attitude of the non-exceptional to the classroom itself in their 
study of the maintenance of social distance between the typical child and his 
mentally handicapped fellow classmate on the grounds of undesirable be- 
havior in the handicapped child.” Whether the same or similar reactions 
develop when other exceptional children are placed in non-segregated classes 
has yet to be demonstrated. 

In yet another way society sets the stage for the role that an exceptional 
condition may play in a child’s life. Through pity society places some excep- 
tional children in a somewhat privileged and yet devaluated status. Laycock 
said that such a sentiment is “found in the members of many organizations 
which help handicapped children. From their own ‘normality’ they look 
down upon such children as inferior beings who need help”. 

Popular conceptions have a force in society's attitude toward the excep- 
tional child. Society has attributed a considerable number of qualities to the 
exceptional, ranging from the extra-normal to the negative and undesirable. 
To the blind, capacities have been attributed beyond the physiological limits 
of their tactual sense although some studies reveal a lower-than-normal capac- 
ity. Another instance was the affirmation of an obstacle sense before 
study showed the true nature of how obstacles were perceived by the blind. 
To the deaf have been given a visual and vibration sensory capacity greater 
than normal. 

In the social sphere the attribution of qualities continues. Studies of per- 
sonality traits attributed to crippled youths showed that their fellow students 
regarded them as closer to realizing ideals of behavior in such areas as kind- 
ness, conscientiousness, unselfishness, average in others, and farthest in social 
adaptability, sensitiveness, self-confidence, and others? In citing opinions 
of authorities Brunschwig showed that attitudes toward the deaf run a gantlet 
from ‘as good as the next fellow’ to the undesirable or derogatory such as 
suspicious, persecution-minded, and so forth.’ 

Not all exceptional are equally favored. Strong showed that while crippled 
and blind were liked by 29% and 25% of a group’ of professional men, only 
16% liked deaf mutes. The converse was true about the dislikes of the group: 
19% and 16% liked the first two, while 25% disliked the last.! 

Popular conceptions play a role within the home as well. Unusual, annoy- 
ing, immature, or emotionally disturbed behavior in exceptional children may 
be accepted by parents as invariable concomitants of the condition in some- 
what the same fashion that certain theories link physical defects and per- 
sonality traits so that the terms “crippled personality,” “tuberculous person- 
ality,’ would be acceptable! More than one parent has taken a deaf child 
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for his first day of school thinking that a temper tantrum was a normal way of 
behaving on his part.? Such permissive attitudes on the part of the family 
may encourage behavior which will be unfavorable at a later time. 

The societal outcomes of an exceptional condition in a child often operate 
earlier than the physical. Stereotyped thinking and emotions predominate in 
these outcomes, reactions to the condition obliterating reaction to the indi- 
vidual and his particular situation. Society's behavior toward the exceptional 
is both devaluative and restrictive although there are verbalized traces of a 
more favorable nature. At times a compensation is thought to exist beyond 
normal limits. 

Personal Outcomes. The exceptional child's growth is not only bounded 
by the physical and social outcomes but circumscribed by his own reactions. 
Before he can verbalize to any extent, he reacts emotionally to rejection 
and over-solicitude within his family and in broader social worlds. He may 
accept a role based on the expectations of those he associates with. He de- 
velops his concepts of what he can and cannot do from those of the people 
with whom he lives. From his perceptions of himself in relation to other 
people and objects in the environment, concepts of personal capacity, status, 
and membership develop. 

Because the child mingles with other groups as he leaves the family circle 
and because groups differ in their reactions to him, these concepts may de- 
velop ambiguously or even in a contradictory way. If, on the other hand, his 
world is limited to his immediate family in which he may be highly cared 
for, he finds satisfaction in this and may not wish to leave it.!?!* Or if he 
leaves it, he may believe he does not have to meet the same standards others 
do, as Bauman showed is true of some blind youth.15 

The social setting in which exceptional children and youth find themselves 
may result in establishing superficial relationships with others. The excep- 
tional individual restrains himself from intimacy because he fears a lack of 
understanding on the part of others.19.17 

Another facet of the interaction of the exceptional child and his social 
world lies in the sources of his motives. Both Barker in writing of the loyalty 
of disabled employees!* and Cruickshank in introducing the problem of fear 
in crippled children!? raised the question of fear, guilt, inadequacy, and in- 
security as sources of behavior in exceptional individuals. Although such 
tension-producing feelings are powerful, they may not be healthful because 
they may have physical effects. On the other hand, society may abet an 
exceptional individual in his desire not to assume responsibilities by main- 
taining that his condition is so severe that he need not seek employment or 
other goals common to his social group, thus constricting motivation. 

These are illustrations of some of the dynamic aspects of the personal 
outcomes of the interaction of the exceptional individual and the social 
worlds in which he lives. His role is ambiguous; sometimes his is depreciated, 
at other times favored. His path may be narrowed and expectations reduced 
to the minimum; he may be required to meet every-day standards. 

The effects of this ambiguous role lie within his personal feelings and his 
behavior. Commonly mentioned effects are feelings of inadequacy, incom- 
petence, lack of status, and lack of membership. On a deeper level, as Smock 
has shown, frustrations are reacted to as threats to the whole personality 
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rather than localized to the specific instance. The child's status is so pre- 
cariously balanced, that it can be easily tumbled.?? Feelings of fear, guilt, 
and hostility have been shown to exist."^?? Barker and his associates, after 
an extended survey of studies, concluded that among the exceptional, while 
35% to 45% are as well adjusted as the typical, there is a greater incidence 
of behavior termed maladjusted or undesirable. Except in extreme instances 
of long term disabilities or those requiring special care, the kinds of mal- 
adjusted behavior parallel those of other persons and cannot be attributed to a 
specific condition in the exceptional individual. Among the more specific 
types of behavior commonly observed were those of withdrawal, timidity, and 
personal sensitiveness and, to a lesser extent, their opposites.”* 


ADJUSTMENT FOR EXCEPTIONAL CHILDREN 


Efforts leading toward -the personal integration of an exceptional child 
into the community of his family, neighborhood, and larger social circles 
have numerous ramifications. Outlining the adjustment for an exceptional 
child so that he can be at peace within himself, responsive to and accepted 
by his associates, and able to realize his interests and fulfill his capacities, the 
previous trichotomy can be profitably repeated. On the immediate level the 
efforts are numerous: medical and surgical care including plastic surgery, 
physical and speech therapy, instruction in Braille, establishment of com- 
munication methods for the deaf, hearing aids, prosthetic devices, adaptations 
in work surface heights for chair-bound persons, instruction in heart con- 
servation for housewives running their own homes. These and more are all 
part of the adjustment efforts designed to duplicate or circumvent physical 
losses in control of the environment and control of one's self in it. While 
such efforts are not uniformly effective nor as great in one area as in another, 
they do exist and have resulted in the reduction of the immediate outcomes 
of an exceptional condition. 

Adjustment efforts have extended into the societal aspects as well. Among 
the first were the endeavors to convince the public that deaf and blind were 
intellectually capable of education; even today the campaign must be con- 
tinued. Because societal attitudes have hit employment of exceptional youth 
and adults so hard, active campaigns to educate employers as to the work 
capacity of disabled are now in progress. Gaining acceptance of deaf, blind, 
and cerebral palsied as well as other groups of exceptional youth as college 
students in competition with typical students would be another instance. 
These efforts are characterized by the attempt to overcome the supposed 
rational restrictions on the range of activities of exceptional children and 
youth. 

More immediate for the problems of childhood are the parent-education 
programs of many agencies for exceptional children. Such programs, most 
of which were started within the past 15 years, range from ‘round robins’ 
of letters, correspondence courses, or one- or two-week institutes to year- 
round associations of parents. These groups seeks through either their own 
initiative or the programming of the sponsoring agency a greater rational 
understanding first of the child’s condition so that his capacities are more 
clearly seen, and second of resources through which the capacities may be 
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realized. They may also be of some therapeutic value in showing that no 
family is alone in its problems although question has been raised about the 
psychological value of a common interest in stressing a pathological condi- 
tion while possibly neglecting the numerous normal conditions in an excep- 
tional child. From another view there is a danger that the exceptional child 
may usurp all of the parent's energy, preventing full family living for the 
parents and siblings. Question may also be raised as to the efficacy of a group 
approach in reaching such inner feelings as hostility or guilt feelings.24,25 

Parents have repeatedly raised the question of how they can extend their 
rational understanding and emotional acceptance of their exceptional child 
to the neighbor across the back hedge, the corner storekeeper, and others in 
the immediate environment of the child. Laycock offered several suggestions 
usable at this point. These suggestions, aimed at the educator of typical 
children, members of a church, lodge or service club, and others, are carried 
out through films, panel discussions, skits, calling upon such groups to act 
as participants in programs for exceptional children and visits to centers for 
such children.?e Through these devices a rational understanding and pos- 
sibly even an emotional acceptance may be gained. 

On a broader plane than parent efforts are more formal educative attempts. 
To a greater extent than earlier, teachers’ colleges are offering general sur- 
vey Courses in special education. Nurses and doctors have available literature 
on the socio-emotional aspects of exceptional conditions.27 Psychologists are 
beginning to recognize work with the exceptional as a distinct aspect of 
their field.?* For many years before campaigns were taken up by others than 
special educators and vocational rehabilitation workers, these two professional 
groups had been educating the public. As Kerr pointed out for a single 
school for the deaf, education of the public can be established in numerous: 
ways ranging from offering services to the community, acting as host, and con- 
cluding with sponsoring of community activities.?9 

There are already in existence programs, and suggestions for many more, 
to reduce societal misconceptions and emotional reluctance to accept excep- 
tional children to the extent that a rational understanding can influence 
emotional acceptance. Since attitudes toward exceptional children and adults 
in times past differed from those of today and since the changes were made 


the rational understanding will probably outstrip emotional acceptance, and 
care must be taken that more than lip service is rendered. 

In securing emotional acceptance on the part of society, probably the 
behavior of the exceptional child or youth will have more influence than any 


In entering into a discussion of the personal aspects of adjustment certain 
basic tenets may be mentioned: (1) The exceptional child is not excluded or 
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exempted from development in achieving an appropriate pattern of dependent- 
independent behavior; receiving and giving affection; relating himself to 
changing social groups such as his peers, his fellow workers, his neighbors; 
conscientious behavior; accepting his sex role; adapting to a growing body; 
understanding and controlling the physical world; using symbols and concep- 
tual abilities; and relating one's self to beliefs and values. These are the men- 
tal hygiene goals for all children, including the exceptional, for their integra- 
tion into society? (2) His exceptional condition, after all physical restorative 
efforts have been made, is a permanent characteristic and must be coupled 
with other characteristics he has in his guidance. (3) He will grow up to 
become an adolescent, a youth, and an adult leaving behind the worlds of his 
parents, his special school, and his doctors and other therapists. (4) Psycho- 
logical studies have not shown that exceptional children develop any compen- 
satory capacities to counterbalance their losses.* (5) The World in which they 


will compete for jobs, membership in social circles, and material success is . 


seldom hospitable toward them, often indifferent or callous economically, 
probably pitiful otherwise, and possibly even hostile. (6) Personal adjust- 
ments are the outcome of the interplay of the individual and adjustment 
efforts for his benefit on the immediate and societal levels. 

Basic to personal adjustment is the acceptance of the exceptional condition 
as permanent. Thé individual cannot cope with any problem of vocational 
adjustment, of marriage, or of any other major decision if he does not recog- 
nize emotionally that the condition is permanent. Some may echo parents, 
relatives, and others who do not wish to be harsh that some medical or other 
aid may alleviate the condition. Others may base their decisions on a rejection 
of the presence of the condition. 

If the condition is accepted as permanent, no matter how hard the hope 
to the contrary dies, the next step becomes feasible. This lies in the rejection 
of the concept of an absolute standard of normalcy. If an absolute standard 
is the only standard, then the possession of an exceptional condition is a 
stigma to be hidden by doing all things in the same words and actions that 
typical people use. Inward anxieties about keeping face, about being discov- 
ered, about suffering further privation and greater expenditure of energy may 
be the outcome.?? 

If, on the other hand, a relative definition of normalcy is accepted, this 
would be in keeping with trends in medicine, education, and psychology 
which consider normalcy as a range, not a pinpoint, and as having a chang- 
ing nature, not a fixed one. Alternates in expressions, in actions, and in 
thoughts becomes acceptable and necessary. Achievement is made within a 
range or normalcy, not either success or failure. 

In moving toward a relative definition of normalcy, probably the first step 
would be a clarification of the concept of the right to be different, to be an 
individual within one's self, not imitating the value systems of those who are 
typical. While examples of this imitation may be rare, more subtle imitations 
exist, leading Meirs, in writing of exceptional children, to declare: Differ- 
ence is the norm in human experience and our egos play us false in forcing 
upon us, especially in our youth, a pitiful rejection of our right to be differ- 
ent.” Over a decade earlier Pintner had made a similar declaration in writ- 
ing of educational aims for the deaf.** 
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In accepting range of normalcy and its correlate of the right to be a differ- 
ent individual, there must be a shift in the values attributed by the person 
to his body or his mind. In vocational adjustment of the exceptional, the 
slogans are "abilities count,” "cross the ‘dis’ out of disabilities.” In a more 
personal way Barker, in citing research by Dembo in the acceptance of an 
exceptional condition, said “The larger the scope of values within which a 
particular loss is evaluated, the less will be the self-devaluation on the basis of 
a single misfortune”,®® If the meaning of the loss can be defined in words 
relating it to other characteristics and qualifications such as appearance, co- 
operativeness, integrity, level of education, technical training, and others 
valued socially and economically, then the loss is a diminution of an asset, not 
a liability that causes a bankruptcy of a life. Breadth of interests plays a sig- 
nificant role at this point, for they provide an abundance of activities within 
which re-evaluation may be made. 


Accepting an exceptional condition is not a passive affair of changing defi- 
nitions of values for that would appear to be almost a rationalization or 'sour 
grapes attitude. Acceptance is an active and positive process, not a resigna- 
tion.?* As an active process its first step may be using an appliance, learning 
new skills such as Braille or speechreading, or undergoing lengthy therapy. 
To use an appliance or to learn a special skill is to accept the fact that some 
condition can be aided by such use or learning. An aid, to select an extreme 


the process. 


In addition to planning and learning new skills, the process is identifiable 
in other avenues of behavior. For the want of another term one of these 


storage of crutches so that they are not in the aisle in bus or subway car; 
care of clothing so that pressure spots do not become shabby; use of balms for 
skin pressure spots; etc. For the hard of hearing it may include planning to 
rest to reduce fatigue; accepting social invitations in terms of the size of the 
group; keeping the hearing aid in peak operating condition; etc.?8 These are 
inward adjustments which reduce the annoyance of the conditions to the 
individual himself and to others with whom he may come in contact. In 
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Another view of the process lies in the exceptional child and youth's 
‘public relations program’, to adopt a current term. Regardless of what they 
may do, some exceptional children and youth are conspicuous by reason of 
their condition and, while others are not noticeable upon sight, they are 
upon limited acquaintance. Those who notice the individual may respond 
in certain ways. Staring at those with startling conditions, covertly glancing, 
or strained avoidance of looking or mentioning, offers of solicitious help or 
of advice about faddist cures, excessive praise for every-day accomplishments 
are the ingredients of some of these responses for which the exceptional indi- 
vidual must be prepared. He must develop a pattern of responses to these 
reactions which will maintain his status, not put him and others who appear 
as he does in an unfavorable light, and enable him to handle his feelings 
without emotional harm to himself. By the same token, he must learn that 
any of these reactions to himself may not be related to his condition at all. 
They may be the mere notice, cordial courtesy, casual interest, or mannerly 
behavior accorded any person, exceptional or typical. For this reason, the 
response of the exceptional child or youth should be premised on the latter 
rather than the former as the source of behavior. 

In a particular way the exceptional child and youth must develop a pattern 
of response, both inwardly and outwardly, to the offer of help. Because cer- 
tain physical restrictions on manipulation or mobility inevitably follow as an 
immediate outcome of the condition, there may be times when help is 
necessary. The problem for the exceptional arises in the way ‘necessary’ is 
perceived by the typical and the exceptional individual. The former may wish 
to speed the attainment of a goal, the latter may wish to have the satisfaction 
of accomplishment even if the task is not completed in the same way or as 
speedily. If the former learns to offer help in terms of the particular situation 
and the limitations of the exceptional individual rather than the presence of 
a disability per se, acceptance of help may be eased and the exceptional con- 
dition less readily denied.®® 

A part of public relations is the ease with which the exceptional individual 
makes contact with others. Passing the time of day, extending greetings and 
courtesies are aspects of recognizing other people as people. The extent to 
which exceptional youth show such interest in others by entering casual 
relationships is another indication of the process of acceptance. Going out- 
ward, while it calls attention to one's self, is disarming and compels a socially 
acceptable response. j 

The use of inspirational literature telling the stories of the accomplishments 
of handicapped is of special import in motivation. Such biographies and auto- 
biographies have come from the presses in great number within the recent 
years. While no systematic evaluation of their use has been made, Baker 
pointed out that the use of such literature with patients recovering from 
some major handicapping condition may leave something to be desired. 
Although such writings may have therapeutic value to the writer, further 
study of such literature as an aid in the establishing of goals, compensation, 
or overcoming defects is definitely needed. At present it appears that such 
literature may have value in the extent to which the exceptional individual 
can identify himself with the leading character and to which the situations for 
the two are related. 
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In a deeper and more pervasive way, the exceptional individua! may find in 
religion an adjustment he can secure in no other way as extensively or as 
permanently. Both Laycock and Garrett reiterate the thought that in the 
spiritual world the exceptional may gain some measure of security and accep- 
tance.*1-43 Although the actual situation as seen through the eyes of a group 
of orthopedic individuals with apparent disabilities may leave something to be 
desired,** yet the weight of experience clearly indicates that acceptance of an 
exceptional condition may be aided by identification with a religious group. 


Conc.usions 


The guidance of exceptional children cannot be achieved through the 
development of programs at any one level, whether it be that of the school or 
clinic. Guidance is a web in which are entwined numerous strands of our 
culture, some abetting and some hampering adjustment, It extends from 
technology and social groups of many kinds to the innermost feelings of 
human beings. In guidance the multiplicity of the facets requires the cooper- 
ative efforts of many people, of whom many may have only casual contact 
with the exceptional individual, as well as the support of the exceptional 
individual himself. 

While the trends that have been traced have not been statistically verified 
in most instances, many observations, including autobiographical, have been 
made. Not all trends apply to all exceptional conditions. As time passes some 
will undoubtedly have to be discarded as untrue. Others may be more ade- 
quately defined. Trends in relation to specific conditions, degrees of condi- 
tions, and particular situations will be worked out which, when translated 
with guidance, will aid in adjustment. 
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The definition of guidance given in the author's The Role of the Teacher 
in Personnel Work (Columbia, 1953) as "a process of interaction in which 
every individual is helped, through his own efforts, to discover and develop 
his best potentialities for his personal happiness and social usefulness 
applies to exceptional children as well as to their more normal schoolmates. 
But are there differences in emphasis in the case of exceptional children? 


By ‘exceptional’ we mean the mentally retarded as well as the gifted, those 
with visual and orthopedic impairments, those with auditory and speech 
handicaps, the socially and emotionally maladjusted. In fact, it is impossible 
to draw any hard and fast dividing line between exceptional children and 
other children. As one teacher said when asked to list the gifted children 
in her class, “All my children are gifted.” Every child has some talent; most 
children have some degree of physical, intellectual, emotional, or social im- 
pairment. And even the most seriously handicapped child has within him 
some potentialities for growth. 


The guidance worker should have a background knowledge of the dynam- 
ics of behavior, which is so helpful in understanding the individual child. 
In general, he should recognize that the secondary emotional effects of a 
handicap are often more difficult to cope with than the primary difficulty. 
For example, cerebral palsy or a marked mental deficiency may seriously affect 
the child's relationship with his parents and teachers and other adults, as well 
as with his peers. Their attitude toward him and their expectations of him, 
in turn, affect his idea of himself. 


As the child with a serious defect grows older, he often feels more and 
more misunderstood and rejected. He becomes increasingly lonely. In cer- 
tain institutions one notices a marked difference between the attitude of very 
young children with hearing and speech defects, for example, and the atti- 
tude of adolescents with the same impairments. At an early age they ag 
hardly distinguishable in general appearance and behavior from normal chil- 


CONTRIBUTION OF GUIDANCE 


dren; fourteen years later they are quite different from normal adolescents. 
They tend to be more withdrawn, less secure, more discouraged and frustrated. 

Another basic consideration is the effect it has on the child when we label 
him as ‘retarded,’ ‘a remedial case, ‘a stutterer,’ or some other designation 
that implies inferiority or defect. Wendell Johnson has reported evidence 
that stuttering becomes worse after the child has been diagnosed and desig- 
nated as a stutterer. Unskillful or unnecessary referral to clinics may also in- 
crease a child's anxiety about himself. 

In view of the preceding chapters, it is unnecessary to include here any 
detailed discussion of the characteristics and common. problems of different 
types of exceptional children. Such information, if used wisely, would make 
the guidance worker more alert to the special needs of individual children. 

In our definition guidance is described as a process, not an end result. This 
does not mean that we are not interested in solving a particular problem or 
helping the child to make a particular adjustment. It does mean that we 
are concerned with helping children to learn problem-solving methods. The 
counselor will see that his charges become acquainted with the process of 
stating the problem, analyzing the situation, suggesting and evaluating vari- 
ous solutions, choosing the most feasible, and trying it out. Able learners will 
‘catch on’ quickly and learn to solve their own problems with less and less 
help. Slow learners will need more concrete experience before they are able 
to apply the method to new situations. 

The phrase ‘through his own efforts’ is especially important for exceptional 
children. Gifted and talented children are eager to take initiative and respon- 
sibility. For their best growth they need freedom with responsibility. But 
handicapped children also need to solve their own problems. A counselor who 
gives them insights which they could discover for themselves, and suggests 
plans which they could have thought out, is depriving them of the exciting 
experience of self-realization. To do something for a handicapped child that 
he could do for himself is to make him feel less adequate as a person. Under- 
lying all guidance procedures is a philosophy of respect for each person, an 
appreciation of his assets, an understanding of his desire to make himself as 
‘good’ and complete as possible, and a faith in his ability to use his latent 
resources. 

A constructive relationship between guidance worker and child is basic te 
the development of self-direction and self-confidence. The counselor estab- 
lishes such a relationship by presenting himself as a helping, accepting person. 
This is especially important with children who have experienced multiple 
rejection by family, teachers, classmates, and playmates. These children fear 
to venture again into any relationship. Because of this fear they may rebuff 
the counselors friendly approach. He should never take such a rebuff 
personally. Instead, he should patiently persist in his warm feeling toward 
the child and, in time, convince him that the world is not so hostile and 
rejecting as his earlier experiences may have indicated. The child grows in 
the warmth of such a relationship. To maintain the relationship, he will try 


to behave acceptably. 

Children, especially handicapped children, 
feelings toward them. Some rural children ma 
comments about their teachers: 


are sensitive about people's 
de the following spontaneous 
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“Last year I had a teacher who was very unqualified. She called us ‘dumb 
bunnies’ and other ugly names.” 

“My first-grade teacher was nice, and tried to help me in every way she 
could. She did not have anyone who was her pet. When I was in the first 
grade I was bashful and she taught me not to be bashful. She liked us and 
showed us that she liked us, which made us like her.” 

“In the second grade my teacher was gentle about things that usually make 
people angry. She always found a way to use pupils, even dumb ones. She 
could make them feel at home and that they were welcome.” 

The elementary teacher, who also serves as counselor for his class, guides 
as he teaches. If he likes and understands his pupils, he helps them to realize 
their potentialities through living fully day by day at each stage of their 
development. 

Guidance in learning is especially important for mentally retarded chil- 
dren; one must prevent any occurrence which would reinforce their idea that 
they are failures. One teacher of emotionally disturbed pupils wrote personal 
directions for each member of the group. For example, one boy received a card 
which read, “The boy with red hair will sing a song.” He could read these 
directions because all the words were among those which the group had 
learned, and singing was the thing the red-haired youngster enjoyed most. 
He read the sentence and carried out the directions, to the delight of all. 

Teachers of all exceptional children should know more about the psychol- 
ogy of learning as it applies to these particular pupils. Gifted children, for 
example, need instruction in critical thinking, enjoy the subtler aspects of 
= appreciation of literature, and are interested in other high-level reading 
skills. 

Helping children “to discover their potentialities” involves many guidance 
techniques. The most basic is systematic, accurate observation over a period 
of time. This is possible in a school situation. In England and Scotland 
at one time, and this is probably still true, no child was placed in the special 
schools for the mentally and physically defective until he had been observed 
for about a year in a regular classroom. This day-by-day observation shows 
how a child is actually functioning in a school situation; the alert observer 
will find clues to possible conditions that may be interfering with his optimum 
learning. Observation can reveal trends in social and emotional as well as 


The interview offers the individual an Opportunity to reveal his feelings. 
Both parent and child may welcome this opportunity. However, too little 
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consideration is usually given to the client's feelings. Interviews are too often 
counselor-centered; the counselor is concerned with his own success. In the 
following case, the counselor accepted and responded to a mother's feeling. 
The mother knew that her child was mentally defective. She had accepted 
this fact intellectually but not emotionally. At each interview she would 
express a hope that some miracle would happen. By recognizing the mother's 
emotional need to have a normal child, and by constantly emphasizing the 
things the child could do, the counselor gradually helped the mother to 
accept both herself and the child. 

Since the parents' attitude is such an important factor in the child's adjust- 
ment, child guidance often becomes largely parent guidance. Parent confer- 
ences should recognize the feelings of fear, anxiety, guilt, and hostility that 
often beset the parents of exceptional children. In guiding the parents of 
gifted children, the object is usually to overcome or prevent one or two com- 
mon detrimental practices — exploitation of the child's talent, or failure to 
provide sufficient stimulation and suitable experience. 

As an indication of vocational aptitude, work samples and try-out experi- 
ences are valuable. They are the most direct way of assessing proficiency and 
interest in a given kind of work. Follow-up studies of exceptional children 
who have taken certain jobs give a realistic view of their proficiency. For 
example, many years ago Dr. Emily Burr obtained information on the kinds 
of work that could be done by adolescent girls with mental ages as low as 
three years. At the lowest mental age, if they were emotionally stable, they 
could pack Christmas tree ornaments of the same color in a box. They could 
not handle the job of packing different-colored balls in a certain pattern. 

Tools for synthesizing and interpreting information from various sources 
include the cumulative record, case study, and case conference. The cumu- 
lative record, properly kept, shows trends in academic achievement, school 
relations, interests, purposes, and health over a period of years. The case 
study gives still more detailed understanding. The case conference is a valu- 
able method of in-service education as well as an effective means of sharing 
infomation and developing insights about an individual. 

No item of information should be used singly. A single anecdotal record 
may only raise the question, "Why?" No important decision should be made 
on the basis of a single test score. Although the average fluctuation on indi- 
vidual intelligence tests is only about six points, in certain cases test scores of 
the same individual have fluctuated as much as forty points. Any personal 
data should be interpreted in the light of all the other information available. 
There is no other way to protect the child from the discrepancies or incon- 
sistencies of his own records. LM [ 

Having helped the individual to discover his potentialities, the guidance 
worker should then help him to develop them — whether the individual 
possesses one talent or ten talents. Much can be done indirectly by creating 
conditions favorable to growth. A favorable classroom atmosphere is one in 
which we find children learning and growing, succeeding in suitable tasks, 
enjoying more freedom, and engaging in more purposeful activity than is 
possible in the ordinary classroom. In such an atmosphere there are limits, 
too, — limits that are necessary to reinforce a child’s still inadequate self- 


control. 


149 


RUTH STRANG 


150 


Even in a ‘lush environment’, one that provides the experiences every child 
needs, some guidance in the use of these experiences is necessary. For ex- 
ample, the teacher can encourage a slow-learning child to choose at first 
projects that are very easy, that require no special skill or understanding of a 
process, that can be finished in a short time, and can be displayed for others 
to admire. Such projects should be somewhat creative, and their end-products 
should be attractive and useable, though inexpensive. At the other end of the 
scale, the reading of gifted children may be guided into more varied and 
deeper channels. 


Service activities are especially important for handicapped children, So 
much has always been done for them; they need the experience of helping 
others. For example, one cooking class made large quantities of various foods 
and served them as lunches for younger children whose mothers went out to 
work during the day. 


Many handicapped children have difficulty in making the transition from 
the special classes in elementary school to high schools where no special 
provision has been made for them. Hayward High School, California, has 
made marked progress in overcoming this difficulty. 


The suggestion has been made that the duration of the high school program 
be adjusted to the ability of the pupils — three years for the able learners, 
four years for the slow learners, and a five-year course for average students who 
would like to have a year of advanced study while still in high school. 


Since reading is such an important tool for life adjustment, the guidance 
worker should see that all groups of exceptional children who are retarded 
in reading have the opportunity to reach their optimum efficiency. Surpris- 
ing progress has been made even with pupils who tested as low as 50 IQ. 
It is important that the reading teacher use materials and techniques that 
appeal to the particular pupil and motivate his best effort. Slow learners are 
usually interested in reading road signs, safety and health signs, labels on 
cans, ads in newspapers, addresses on envelopes, menus, road maps, and mail 
order catalogues. Those who are more proficient will read simple stories about 
teen-agers like themselves, driver education material, simple agricultural bul- 
letins, and pamphlets about vocations. Much more of this simplified material 
is needed to develop fluency and to convince these pupils that reading can be 
enjoyable and useful to them. 


The last phrase in the definition — “for their personal happiness and social 
usefulness” — emphasizes the special social responsibility of the gifted, and 
the possible social contribution of all exceptional children. 


The foregoing description of guidance suggests the following trends: 

Toward developmental rather than remedial guidance 

Toward increasing guidance of parents 

Toward recognition of the social purpose of guidance 

Toward respect for each individual — his reticence and his resources 

Toward client-centered counseling 

Toward guidance through the environment, with recognition of the influence 
of family, community, and world conditions on the individual 
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Toward placing increased responsibility for guidance on the teacher, as part 
of an all-school team 

Toward freedom of choice with responsibility 

Toward coordination and continuity of guidance. 

All these aspects of guidance can be applied in the field of special education. 

Exceptional children's need for guidance is very much the same as that of the 

rest of the school population. 
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By definition the exceptional child is one who deviates in some way from 
what is looked upon as "average". This deviation is sufficiently pronounced 
to warrant treatment or attention which differs from that offered to the “aver- 
age" group of children of the same age or educational status. 

One readily recognizes the necessity for different attention or treatment 
in the case of physical handicaps. The visually handicapped are not pitted 
against those with normal vision in tasks requiring the use of the eyes nor 
is the crippled child expected to use his body in the same way in which the 
physically normal child uses his. 

The distinction between normal performance and that to be expected from 
the exceptional child should also be made in the use of test and measure- 
ments. Perhaps a little background discussion will serve to underline this fac- 
tor. Measurement of human qualities involves two things: The designation 
of a task which will test the quality under consideration, and the evaluation 
of the performance turned in by a given individual. If, for example, one is 
interested in knowing how well informed an individual is in anthropology, 
one must design some task which will test that information; it may be a 
series of questions, a written discussion on a topic in the field, or the indenti- 
fication of a series of objects. That, however, is only half the task of testing. 
When the individual performs the task, one must evaluate the results: Do 
ten correct answers out of a total of twenty-five represent a poor, fair, or 
excellent grasp of anthropological information? Although the author of the 
test may decide arbitrarily that ten is poor or is excellent, the usual pro- 
cedure is to set an individual's performance against that of a group who have 
performed the same task. If the group average were twenty correct answers, 
ten might be rated as poor. 


*Used by special permission of the Catholic University Press of America. This article 
first appeared in Special Education for the Exceptional Child, edited by the Rev. William 
F. Jenks (Catholic University Press: Washington, D.C., 1953). 
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Obviously the group selected must have certain features in common with 
the individual who is matched against it. The group may, for instance, be fifty 
persons selected at random from the general population. In that case, all one 
can say is that the individual seems to be less well informed in the field of 
anthropology than is the general public. This might be merely an interesting 
comment about an ordinary citizen. If, however, the individual has just com- 
pleted a few courses in the field, the fact that his performance was poor when 
compared with that of the general population would be a serious reflection 
on the test, the courses, or the individual. 

The point to be established here is this: A test or other measurement of 
a human quality consists not only of the task which checks that quality but 
it also consists of norms for evaluating the individual’s performance. These 
norms are usally established by the performance turned in by a selected 
number of other individuals. The suitability of these norms as applied to a 
particular person is determined, to a considerable extent, by his conformity 
in other respects to the norm group. This point is particularly important 
in the choice and the evaluation of tests used with the exceptional child. 

To insure proper selection and use of these measures certain questions 
ought to be answered: (1) What do we wish to measure; (2) What tasks 
have already been set up for measuring this quality; (3) What group of per- 
sons were chosen to establish the norms for the test; (4) Does this child's 
deviation place him outside that group to such an extent that he cannot 
fairly be compared with them? (5) Is there any reason why he should be 
compared with the group? 

What do we wish to measure when we are working with the exceptional 
child? First, we wish to identify those deviations which are not readily discern- 
ible by ordinary observation; second, we wish to measure specific physical, 
mental, and social qualities and skills, to diagnose a difficulty, assess a quality, 


or gauge improvement. 


Mzwrar Tests 


Since we are dealing with exceptional children in an educational setting, 
the first information that is important is the mental ability of the child. The 
common practice is to administer group tests to children in the elementary 
school. Usually a group intelligence test does not adequately measure the 
mentally handicapped or the mentally gifted, but close observation of the 
conduct of the child during the examination; his speed, interest in the task, 
reaction to directions—these and other test behavior may point out children 


who can be tested by individual tests—such as the Stanford-Binet. 


It is important to discover as early as possible those who deviate. The 


gifted child should be identified early before he develops poor work habits. 
His easy success in early grades may lead him to expect the same easy suc- 
cess throughout his life, or it may lead to intellectual pride and snobbery. 
And, of course, from an intellectual point of view, he ought to be developing 
his superior ability. Likewise, the dull child who is overlooked may develop 
feelings of general inferiority, hopelessness, and unwarranted guilt when he 
is forced to compete with those of much greater ability. The sooner either 
deviation is discovered, the sooner the school can begin to assist the child to 
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use his own peculiar abilities. There are many group mental tests in use. 
Among them are these: Terman-McNemar Test of Mental Ability, Otis tests, 
the National Intelligence Tests, the Pintner General Intelligence Test, and 
others. The individual test of greatest value at this level is probably the Stan- 
ford-Binet. The exceptional child ought to be retested from time to time 
even on the individual tests since his general adjustment and cooperation 
may affect his early scores. Many of the tests include some performance, and 
the dull or crippled child who has been over-protected up to this point may 
have had little or no experience with simple tasks such as stringing beads or 
following directions, tasks commonly performed by the average child of the 
same age. The child's deviation may place him outside the norm group to 
such an extent that he cannot be compared with them. In this case his ex- 
periences are not yet comparable to those of the average child so he may not 
perform as effectively merely because of lack of experience rather than lack 
of basic ability. 

Likewise certain physical handicaps may render the child unable to perform 
as average children do on mental tests. The slightly deaf child may not hear 
directions; the child with poor eyesight may not be able to see pictures or 
other test media. It is also possible that the examiner will not readily recog- 
nize these defects. 

If the defect is recognized, the examiner may secure intelligence tests which 
are designed for persons with defective vision or hearing, or with other handi- 
caps. Dr. Samuel Hayes has adapted the Stanford-Binet for use with the 
blind. His test, the interim Hayes-Binet Intelligence Test for the Blind, may 
be secured through the Perkins Institute for the Blind, Watertown, Massa- 
chusetts. For the older pupils and adults, parts of the Wechsler-Bellevue 
Scale may be used without much adaptation. Both the Stanford-Binet and 
Wechsler-Bellevue tests, of course, require special training to administer and 
interpret; but they are mentioned here so that those dealing with the excep- 
tional child may know of their usefulness. 

There are also Braille adaptations of some of the group intelligence tests 
used for normal persons. The Kuhlman-Anderson, Otis Classification, and 
Pressey Mental Survey Test have been so adapted by workers in the field. 
These group tests are not practical, however, if the individual tests can be 
administered. 

There are several individual performance tests for use with deaf children: 
The Pintner-Paterson Performance Scale, the Grace Arthur Point Scale, and 
the Nebraska Test of Learning Aptitude. The latter test has been standard- 
ized on deaf children and is available from Dr. Marshall Hickey, the author, 
who is at Southern Illinois University, Carbondale, Illinois. y 

Obviously, the testing of crippled children must take into consideration 
the peculiar disability involved. Limited hand or arm movement, for instance, 
might affect a performance test. One must be particularly careful in admin- 
istering and interpreting intelligence tests for children with cerebral palsy. 
There are some psychologists who doubt the reliability of any mental test 
score reported for a child with this handicap. 

It should be noted that there is a difference between mental or other tests 
which have been adapted in form for use by the handicapped and which have 
been standardized on such a group. Which is preferable? That depends on 
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the purpose of the test. From a guidance point of view, there are four reasons 
for trying to gauge the mental ability of a pupil or student. First, to deter- 
mine whether or not he can profit by the education offered by a particular 
school or program within that school. Second, to judge the level of achieve- 
ment to be expected of the pupil within the program to which he has been 
admitted; third, to discover what the child can do by way of a succeeding edu- 
cational or occupational step; and fourth to judge the ability of the pupil to 
advance within that second step. 

No doubt, it is clear at this point that the norm groups used should be 
those which correspond most closely to the group with whom the child will 
be competing. If the handicapped child is to attend classes with normal chil- 
dren and is to have little or no special assistance, the tests should be those 
by which one can gauge his ability or aptitude when placed with normal 
children. If, however, his education is to be carried on within special group- 
ings, the norms should be based upon groups handled in a special manner. 

This observation should be made for the first two purposes of mental and 
achievement testing. The situation may change if one is interested in know- 
ing whether or not the child can leave the special classes and go—let us say— 
into normal high school or college classes, or into occupations in which 
normal persons are engaged. If that is planned, the norms used should be 
those of the normal student or worker. 


ACHIEVEMENT TESTS 


Not only does the teacher or counselor wish to know the mental ability 
of the exceptional child but he also wishes to know the extent to which the 
child has profited by any formal or informal learning experiences. This may 
be gauged by achievement tests which are available in batteries covering sev- 
eral subjects or in individual tests for specific subjects. Much of what has 
been said about mental tests also applies here. That is, the child should be 
measured against those with whom he will compete, and the handicap of the 
child must be taken into account in selecting the test. At present sufficient 
work has not been done in this area to provide us with an adequate selection 
of achievement tests for the handicapped. It is well, however to be realistic 
about the academic demands upon the handicapped child. What will he be 
doing in five, ten, fifteen years; in the light of that, what is necessary in the 
way of educational background? What will he be doing with his leisure? 
What occupations might he enter? What manner of life will he follow? Skill 
in reading, for instance, will play a greater part in the future life and happi- 
ness of some types of handicapped than with others. Likewise with mathe- 
matics or other basic learnings. For that reason difference in achievement 
may well be analyzed in terms of future needs. 

The purpose of an achievement test is to gauge the informational back- 
ground and proficiency in basic skills needed for academic work, to plan 
remedial work, and to judge the progress of the pupil in learning. 


Sensory TESTS 


d are especially interested in tests for 


Those working with the handicappe 
f these defects require the type of 


sight, hearing and speech defects. Most o! 
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diagnosis which only a medical specialist can give. However, teachers often 
give screening tests in all these areas, and by this means select those persons 
Who need closer examination by the highly trained diagnostician. The Min- 
nesota Mobile Speech Clinic offers one example of these two kinds of exam- 
iners. In 1946 the Mobile Clinic was set up at the suggestion of the Minne- 
sota Society for Crippled Children and Adults. A public health nurse pre- 
ceded the unit and instructed lay persons in the use of the audiometer with 
groups. The traveling unit, consisting of four clinicians, speech and hearing 
therapists, followed and retested the referrals. You may, incidentally, be in- 
terested to know that in the first two and half years of their work, they found 
that 9 per cent of the children contacted had some impairment of hearing and 
that about 4 percent needed special education because of this impairment. 
About the same proportion of the child population had serious speech defects 
requiring special attention. 

There are several tests available for general screening of visual defects. The 
most commonly used, perhaps, is the Snellen E-Chart. While this is simple 
to use, it reveals only a limited range of visual defects. The Massachusetts 
Vision Test, used by the Massachusetts Department of Public Health, prob- 
ably reveals a wider range of visual defects. Another instrument commonly 
used for this purpose is the Betts Telebinocular. 

Audiometers are available for both group and individual testing. Speech 
defects can be detected by listening to the pupil and the written material 
given to the child under observation can be selected to sample letter and 
sound combinations in which speech defects are most pronounced. 

Lowered vitality is another health defect which may set a child apart from 
his companions. This, of course, is the result of some other health problem: 
malnutrition, tuberculosis. an infection, lack of proper rest, emotional dis- 
turbances, etc. The tests for lowered vitality may be those which check the 
physical condition, such as X-Ray, dental examination, blood tests, or tests 
of basal metabolism. Or they may consist of checks on the child's eating and 
sleeping habits, or his emotional adjustment. The former tests must, of course, 
be given only by medical specialists. The latter will be discussed in the next 
section of this paper. Physical defects can be detected in many cases by care- 
ful observation of the child: his response when addressed, his approach to 
printed material, his complaints of pain, etc. The classroom teacher can 
train herself to be observant of all children and in this way she can often 
detect the exceptional child so that he can be given more intensive study. 


PERSONALITY AND ApyusrMENT TESTS 


Perhaps no other area of diagnosis has aroused more interest and more 
criticism than that centered on the human personality. Those who work 
with others in an educational, psychological, or medical capacity are aware of 
the fact that personalities differ and that the differences are not only marked 
but also may seriously affect the health, social relations, and intellectual and 
spiritual life of the persons. The personality differences are particularly dif- 
ficult to describe and sometimes hard to detect since many of them do not 
manifest themselves in striking, overt ways. Or at least not in ways recog- 
nized by the average person. For this and other reasons, one is apt to look 
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hopefully at any objective description of personality or measure of adjust- 
ment. 

Our initial interest is to detect personality deviates who might not reveal 
their difficulties until much later in their school or adult lives. When test 
or behavior reveals strong deviations, we are interested in diagnosing the 
nature of the difficulty and later in evaluating the progress toward adjustment. 

Personality and adjustment testing is fraught with many difficulties: The 
wide variation in the definitions of personality and of adjustment makes it 
inevitable that those who design measures of personality will differ in that 
which they try to measure. The highly subjective and personal nature of the 
questions or items of a test may lead the subject to "fake" his answers in 
order to give a socially acceptable picture of himself. The moods and varia- 
tions which mark the human personality make it dangerous to establish 
any stable quantitative or qualitative description of a given personality and 
to act upon this description for any length of time. When personality tests 
are used for screening purposes, it may easily happen that a given number 
of pupils will fake the test and that others will not be currently involved 
in any particular stress situation which tries the human personality. Both 
of these groups may, therefore, appear to be better adjusted than they actually 
are; normal scores may lull the teacher into indifference even in the face of 
some later manifestations of maladjustment. 

The weakness of many personality scales need not, however, lead one to 
conclude that the study of personality is hopeless or that all tests in this 
area must be avoided. Rather, it should lead one to exercise caution in their 
selection, administration, and interpretation; and it should encourage one to 
assume some responsibility, if possible, for furthering the research that is 
being done in this field. 

There are several approaches to personality study. First, one may secure 
the opinions of others regarding the specific traits under observation. This 
is commonly done by means of rating scales, case histories, verbal reports, 
and anecdotal records, In the first group there is, for example, the Haggerty- 
Olson-Wickman Behavior Rating Scale, which may be checked by the re- 
spective teachers of the pupil. Other rating scales are available or may easily 
be designed. Anecdotal records consist of a brief description, usually under 
seventy-five words, of a child’s behavior in a particular situation. This may 
or may not be accompanied by the writer's interpretation of the behavior. 
Obviously, isolated reports have much less value than consistent reporting 
of many aspects of behavior as observed by several persons. ue 

The second approach is that of the child's own fairly free E of his 
attitudes, feelings, experiences, interpretation of events or ice wi 
letters, and autobiographies are useful here. The autobiography Es RIT ly 
useful if the topics or chapter headings are well chosen: RA Aene Ut 
appointment, My Favorite Friend, The Most Unhappy Day of My f To 
Had a Thousand Dollars, If I Could Run Our Home Cor School) for One 
Week, Teachers I Have Had. These and similar topics often reveal ^os 
thoughts and feelings of the child. Care, however, must be ie in E eir 
interpretation: The child with a vivid imagination may be inspired by certain 
topic. The child who finds it difficult to express himself in writing may 
produce little or nothing, and this in commonplace terms. 


157 


MARIE A. CORRIGAN 


158 


The third approach is through the questionnaire or test. Items are selected ' 
to tap specific areas of adjustment. The Bell Adjustment Inventory, for ex- 
ample, makes an attempt to study the adjustment in home, health, social, 
and emotional areas, A second test has been designed by Bell to check only 
school adjustment, 

The Vineland Social Maturity Scale, and Rath's Self-Portrait N test have 
been used by various persons who have done research in the adjustment of 
exceptional children. 

The fourth means of appraising personality and adjustment is through the 
unstructured and association tests, This may be called the projective approach 
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Test of special aptitudes for normal children are limited in number and 
scope, and of these only a few have been adapted for the handicapped child. 
The Seashore Measures of Musical Talents, the MacQuarrie Mechanical 
Ability Tests, the Pennsylvania Bi-Manual, and the Minnesota Rate of Ma- 
nipulation Tests have been given to exceptional pupils. Mrs. Mary K. Bau- 
man, for example, has done considerable work in adapting existing aptitude 
tests for the blind. More should be done for those with other kinds of hand- 
icaps. 


Tue Use or Test INFORMATION 


While the scope of this paper does not extend to the guidance of 
exceptional children, it is important to dwell at least briefly on the use of 
the information obtained through tests. 

The information may be used to adjust the curriculum and teaching pro- 
cedures so that the exceptional child may use his peculiar abilities to the 
greatest advantage and overcome his handicap wherever possible. The infor- 
mation may also be used in assisting him to make his vocational choices. 

It is especially important in the guidance of the exceptional child that the 
counselors and teachers themselves have à comprehensive grasp of the mean- 
ing of vocation. The word must not be narrowed so that it become synony- 


include man's total vocational life: his call to personal sanctity, his invitation 
to achieve this in one of three states of life, and his personal fitness to serve 
his fellow men in a particular occupation. It is of the utmost importance to 
keep the comprehensive picture in mind when advising or guiding the handi- 
capped. When vocation means occupation, the handicapped finds his voca- 
tional life constricted. Many doors are closed to him and others open only 
reluctantly. Even when vocation means the choice of a state in life, the handi- 
capped finds his vocational life difficult and sometimes frustrating: Reli- 
gious life is frequently denied him; marriage is often an unattainable goal; 
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and single life must be lived within limits prescribed by the handicap. When, 
however, the vocational concept is based on personal sanctity, the vocational 
world of the handicapped holds tremendous possibilities. In no other con- 
cept does deprivation and suffering have any value, except insofar as it arouses 
scientific or social efforts to relieve it. But in the Christian pursuit of sanctity, 
suffering is a coin which has untold value for personal and social good. The 
state of life and the occupational limitations become acceptable if one can 
see that any state, properly lived, and any legitimate occupation suited to 
the ability of the worker and the needs of society are the raw material with 
which one works out the same destiny as that sought by the physically favored, 
the mentally brilliant, or the socially well-placed person who enters a more 
popular state of life or follows an occupation having greater worldly prestige. 

Not only ought the counselor of the handicapped help the individual to 
appreciate the value of suffering even when it means inactivity, but also to 
know the value of poverty. The handicapped may never know the joy of 
giving freely of his abundance, for his occupational opportunities will be 
limited. Their cost of living may be far greater than that of normal workers. 
The blind or the.crippled cannot save money on home conveniences, shop- 
ping, transportation, mending and other personal short-cuts. They may have to 
pay higher insurance; their education may cost more because of personal 
services needed. Their working years may be shorter than those of others, 
and their illnesses or accidents more frequent and expensive, so the ordinary 
handicapped person will have to face the possibility of poverty; and he should 
know that poverty is another coin of great value in the Christian economy. 
Perhaps more than this he needs to learn to accept the help of others in a 
charitable manner. Independence is an ideal in our day, and the handicapped 
are taught to strive toward it. And rightly so. But the pendulum can swing 
too far. The total concept of vocation will lead one to recognize that others 
in their attainment of sanctity must serve Christ in the poor, the suffering, 
and the handicapped. And although the poor and the suffering and the handi- 
capped individual will not covet this service, when it comes to him he will 
receive it with a graciousness suitable to one in whom Christ is being 
served. In no other way may one receive the frequent ministrations of others 
without lapsing into dependence or cultivating resentment at one s condition. 

The basic vocational attitudes so important for all, but especially for the 
handicapped, can be developed from early childhood. Later one may ee 
to train for, choose, and enter upon some specific occupation in whic d 
may use his abilities and allow for his handicaps. The occupational Ur T 
of the handicapped bught to be very well informed on the abilities of his 


client and the work available to one with those abilities. He must rid him- 


self and assist others to rid themselves of unfounded prejudices and fears 
regarding the occupational placement of the handicapped. Slowly, here a 
being built a collection of occupational literature for this pana 

United States Employment Service has a publication on The ER ee 
ment of the Handicapped. The Overbrook School for the Blin =f ptas 
Braille a book covering over two hundred occupations open to à m ind: 
Bridges has an extensive volume on Job Placement of the Kiya y m f 
capped. Articles have been written on the success of the han AA y 
mentally retarded in various lines of work. Those who are interested in the 
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handicapped ought to make every effort to add to this body of material so 
that a substantial amount of information will be available for the guidance 
of the handicapped. Marriage counselors ought to be alert to ways in which 
they can assist the handicapped to enter upon and succeed in the married 
state. Those interested in religious vocations should not overlook whatever 
possibilities there are in the religious life. 

Those who are charged with the care or direction of the exceptional child 
can not think in terms of five easily discernible talents but now of the single 
talent and then of the ten. Either extreme brings with it problems of dis- 
covery, for the possessors of such talents often appear to have less than they 
really have, and easily deceive themselves and those about them. And there 
are problems in the wise use of talents, for the extremes are easily tempted 
to bury all or some of their talents. They need help and encouragement to 
avoid this tragedy. Who shall predict the reward reserved for those who 
assist the child to make a praiseworthy accounting of every talent entrusted 
to his care? 
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The educational program, in one sense, covers the entire servicing of the 
child. For convenience of organization in this chapter, educational servicing 
is interpreted as instructional service to the exceptional child. 


Cunnicuruw 


If the theory is accepted that the basic philosophy in the education of he 
exceptional is preparation for living in a world of non-handicapped people, 
then the same basic principles of curriculum construction? apply to both e 
exceptional and the non-exceptional, except for such changes as are indicate 
by special needs and the conditions arising therefrom. There must be a e 
of content of learning and experience; there must be definitely revealed goats 
at various points; there must be possibilities for enrichment. It is further 
recognized that the curriculum must be flexible enough to be adaptable to 
the needs of the group and to the needs of each individual in it? d 

The normal curriculum as applied to the education of the exceptional nee 
not be varied at all in some cases. This is true for certain individuals who, 
while exceptional in some. way, may be able to accept the regular program 
in classes with non-handicapped children.19 y 

When variation is necessary, the principle of individual and group differ- 
ences applies, and the principles of educational guidance enter. For, in a 
sense, the curriculum for the exceptional is a form of educational guidance, 
built largely with a definite aim toward cultural achievement and = 
economic independence. At present this guidance is still too often directe 
mainly along the line of manual skills. 

For certain groups of the exceptional it is necessary to augment the cur- 
riculum with special instruction. Examples of this are braille work with the 
blind; eyesight conservation techniques with the partially-seeing; lip reading, 
speech and voice work with the deaf and hard-of-hearing; special hygiene in- 
struction with the tuberculous; and special adjustments and enrichment of 
the curriculum with the cerebral palsied, the gifted, the mentally retarded, 
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the emotionally disturbed, and other severely handicapped individuals.?—?* 


i With some groups, such as the mentally retarded, there must be modifica- 
tions in the direction of a minimum academic work, with the introduction of 
prevocational programs and other means of determining special non-academic 
abilities, and with subsequent change or adjustment to a program better 
fitted to the individual's abilities and needs. 

For all groups, mental hygiene??-?* must be emphasized and a definite 
place found for it in the core of content. Physical education programs must 
be modified on the basis of the physical limitations characteristic of each 
group. Physical and occupational therapy and rest periods must be available 
for such groups as the motor handicapped, and rest periods for most of the 
physically handicapped. This becomes necessary because of the added fatigue 
D) learning under difficulties due to personal physical restric- 
Rons = 

The classroom instruction for some groups of the exceptional seems to tend 

toward emphasis on drill rather than toward the modern progressive teaching 
for the non-handicapped. Since society holds all types of the exceptional to 
stricter standards of accomplishment than the non-handicapped, this empha- 
sis on drill, where employed in competition with the non-handicapped, may 
be viewed in the light of better work habits. Drill, practically speaking, is 
not incompatible with a progressive program. There is no one method or 
curriculum. 
s Very definitely there must be curricu! 
individual limitations are set by the stu 
into the progress of the child in sight-saving classes, 
progress is made by many of these pupils. 

It is admitted that in the case of the deaf a special curriculum emphasizing 
speech, voice training, and lip reading, plus training of residual hearing, 
makes it difficult for the child to keep up to normal grading. However, in 
some cases the deaf and hard-of-hearing are able to reduce the educational 


lag through better teaching methods, an earlier start in language training, 


and parent institutes cooperating with the school program in providing lan- 
guage opportunities outside school hours. The hope here is that at the end of 
elementary school, in the less acute cases, the admitted retardation of three 


years will have been offset. 

A similar situation holds with the spastic and athetoid groups. The prog- 
ress of these children cannot at present be determined by the child's personal 
health and attendance record. viola ne 

In the special health groups fatigability is the defeating factor, since it is 

potentially the mental equals of 


believed that most of these individuals are n 
the non-handicapped. However, the added rest periods, plus the special 


instruction in hygiene and the diminished school day, all defeat a complete 
mastery of a standard core of content. In many instances the use of audio- 
visual aids, together with ingenuity on the part of the teacher, may make it 


possible to give the individual the necessary standard curriculum. N 

In an attempt to offset retardation and to eliminate ‘isms’ as rapidly as 
possible, nursery schools for the exceptional have been widely advo- 
cated.?2-** This experience for the blind, the deaf, the cerebral palsied, and 


the hard-of-hearing has been successful when early discovery of the case makes 


la modifications based upon whatever 
dent's handicap. Many factors enter 
though successful normal 
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the service possible. There is a trend in such instances toward placing the 
exceptional child with non-handicapped for the social effects thus obtained. 
In such cases special instruction along approved lines, — lip reading, speech, 
etc., — is given individually to the exceptional child, while both he and the 
non-handicapped carry out a regular nursery-school program.**-** 

Extracurricular activities of the exceptional should be directed more than 
with non-handicapped toward the goal of economic independence. There is 
also extra emphasis in cultural directions, since the time is short until the edu- 
nad facilities provided by society must release the child because of age 

imits. 

On the other hand, natural and suitable interests are encouraged. The life 
of the exceptional child, as a whole, is probably much more carefully guided 
during the educational period than is the case with the non-handicapped. It 
should not be otherwise. 

The exceptional individual who desires, — and is sufficiently gifted, — 
to pursue higher education usually does so in the company of, and in compe- 
tition with, the non-handicapped. This he often carries through with consid- 
erable success, though subsequent employment remains far more difficult to 
obtain than is the case with non-handicaps. The exceptional individual in 
higher education almost invariably requires special services, such as readers 
for the blind, corresponding aides for the deaf, or physical help for the 
crippled. In many instances such service is provided by members of their 
own classes. 


Specrar CunnicurA 


Among special curricula? are those for home instruction, those involving 
recreational and occupational therapy, and those for use in hospitals and 
sanatoria. All of these are based more upon the special needs and preferences 
of the individual than upon any standard curriculum as such.*!-** 

The child in the hospital welcomes something to do, but medical services 
must come first, and limited physical resources must not be overtapped. The 
child at home is limited principally by the comparatively few hours a week a 
teacher can visit him, plus existing physical difficulties that result from the 
illness. While it is customary in New York City to offer graduation and a 
diploma for this work, and while many such children eventually return to 
school, curricular concessions have to be made. Occupational and recreational 
therapy for the exceptional*9-*? are still in the developmental stage. 

The training of the child and adult who are unable to go to a regular 
School is not yet fully accepted as the community's educational and social 
tesponsibility.°°.51 This type of exceptional individual is found in everv 
area of special education. A surprising range of educational and semi- 
educational projects exists in various private homes, convalescent homes, and 
hospitals and institutions for nonambulatory or otherwise confined persons.? 
Even in hospitals where individuals are confined whose span of life is pos- 
sibly short or whose educability is limited, some attempt is made to provide 
recreational, occupational, and physical therapy closely allied to academic 
or manual education.59-5 "This is first of all for the personal satisfaction and 
pleasure of the individual who is expected to return to society or to regular 
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classes in public schools or other educational institutions. The programs are 
planned generally on some elementary level, it being accepted that the higher 
education or specialized education that follows elementary school should 
usually be pursued either with normals or in advanced and specialized situ- 
ations requiring previous preparation.** 

For the mentally retarded, various recreational programs are provided in 
most schools and institutions.59/*? Occupational therapy also is usually fur- 
nished. In many instances, however, the theory of occupational or physical 
therapy is not thoroughly understood by the medical or educational fraternity; 
therefore the practice of it is less thoroughly used.*t One reason for this may 
be that some physicians feel that technicians do not have sufficient background 
or do not understand the problems confronting the medical staff. The result 
of this is that occupational and physical therapy in such institutions as these 
physicians serve is frequently confined to simple forms of arts and crafts work 
and superficial physical therapy. Social, educational, and recreational pro- 
grams are available for inmates who can benefit by them, but here again 
there is considerable untilled soil.®*-®* 

Child and adult programs in hospitals have not been highly developed.** 
In general they are concerned first of all with teaching the individual how to 
protect himself and society upon his return to his home and employment. 
There does not seem to be sufficient stress upon the idea that the patient 
should maintain an interest in the outside world and its events, not alone for 
present information but in preparation for future participation.^" There is at 
times too much of a tendency to capitalize upon the patient's momentary and 
pathological interests in his own illness and that of similar cases, in the expec- 
tation that some encouragement may result from knowing that medical 
science has been able to bring about successful rehabilitation in other like 


patients. 

Convalescent home and hospital programs are at their be 
the severely handicapped child. Nursery schools and kindergartens are con- 
ducted in some hospitals.?*-?! Many convalescent programs have definite 
school organizations which, as in New York City, are regular parts of the 


public school system. i 
Hospital programs are of two general types: the abbreviated type for chil- 
dren whose stay is short, and a longer and more standard curriculum for those 
who are likely to remain hospitalized for the greater part of the school year. 
In the short program, recreation rather than education is stressed, the attempt 
being to have the child pass his stay pleasantly and without the self-conceived 
activities or boredom otherwise possible.7?-7 But in severe cardiac, ortho- 
pedic, and chronically ill cases, when hospitalization is to be for any length 
of time, instruction is provided according to the physical capacity of the child 
as determined by the visiting medical staff. In convalescent homes practically 
everything found in a school for non-handicapped may be available. The size 
of hospital classes varies greatly. In some instances, such as at Grassland 
Hospital, in Valhalla, Westchester County, N. Y., a school is maintained. 
Such schools are found in many institutions where the children will remain 
for a long period of time. 
The policy in regard to 
York City exceptional children, 


st in the case of 


hospitals and convalescent homes that house New 
as elsewhere in the United States, is to permit 


" d 
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the children to proceed with their instruction without interruption. Promotion 
is on the same basis as for normal children, — namely, mastery of the courses 
of study. Children are expected to progress at the normal rate, provided, of 
course, their physical condition allows such a program. 

A program for exceptional children at home is also provided. Special visit- 
ing teachers give home instruction in elementary subjects and in industrial 
arts. The type of children served in this way is apparent in the New York 
City list:?* cripples, spastics, encephalitis cases, cardiacs, epileptics, chronic 
medical cases, cerebral palsied, etc., for whom junior and senior high school 
work and diplomas are available. 

In some cities the multiple-grade curriculum is pointed toward a thorough 
elementary education that provides the exceptional child with a rich course 
of study. These courses lead to graduation and the privilege of attending 
general commercial or vocational high schools or classes for industrial train- 
ing, according to the mental and physical ability of each pupil. 

In addition to the common branch subjects, hand training is provided for 
the purpose of improving motor ability and coordination, and also as a means 
of studying the exceptional child with regard to his subsequent potentialities 
for occupational training and placement. Thus the curriculum includes as 
objectives the skillful use of tools and the study of form, color, and construc- 
tion on the elementary level. In the homebound child this finds expression 
in an equivalent of shopwork, hand lettering and poster work, domestic sci- 
ence, sewing, dressmaking, lamp-shade making, flower making, rug making, 
embroidering, weaving, and crocheting. Some success has been experienced 
in home telephone, radio and television service programs.50-52 

Beyond these points noted, the same situation prevails as with other pro- 
grams for exceptional children. The main objective is to provide a continuous 
and interrupted program of education through classes in hospitals and con- 
valescent homes and by home instruction and special classes.53-56 

Whether the child is in a hospital class or at home, it is agreed first of all 
that this education process keeps up the child's morale and encourages the 
parents cooperation. Hospitalized and home bound education is an induce- 
ment to the parent to be willing to have the child remain under the doctor's 
care sufficiently long for the medical program to be effective since worry about 
the child's loss of school instruction is removed.5*.55 And with education 
assured, parents are willing to have the child hospitalized until he can be 
physically adjusted to the home. 

In pursuing these courses, the child proceeds according to his ability. 
Since the majority of children with physical defects reach an optimum of 
medical treatment at some time or are so greatly improved as to render return 
to regular classes possible, this program makes such a return feasible without 
such retardation as would otherwise follow a loss of school attendance for a 
period all the way from one term to many years. Naturally all this is reflected 
in the child's return to health and happiness and in the actual medical recov- 
ery or improvement. In some instances, children are placed under these pro- 
grams after long absences from school through illness, with consequent 
backwardness in grading and adjustment. 

Experience with these programs has shown that the young, properly trained 
teacher, endowed with ingenuity, is often the most successful. Home or hos- 
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pital teaching does not offer the most attractive career for an older teacher; 
nor may she feel the full challenge and opportunities of a hospital or home 
teaching situation. Unfortunately, also, these positions at present are some- 
times less well paid than regular classroom teaching. There is a need to 
recruit teachers for children with contagious diseases and with careful selec- 
tion and professional support for those who enter the field willing to run the 
risk of contagion. Some protection for the teacher, such as special health 
precautions and insurance coverage, should be a part of the offerings for 
those serving active tuberculous patients and other cases with infectious 
diseases. In hospital or home teaching programs the necessary interruptions 
because of medical services for the children, plus the abbreviated school day, 
make either bedside or classroom teaching discouraging unless the teacher 
realizes that even slight progress is distinct gain. 

In some cities a regular teacher is often drafted for the work. She may be 
an enthusiastic newcomer who gives the work both freshness and originality, 
or she may be a teacher who brings with her wide experience with normals. 
In either case special training and supervision are essential, though too rarely 
are these available or given. 

The responsibilities of this specialized teaching are greater than those of 
regular work. The teachers not only must know how to give instruction, but 
also should be trained to administer diagnostic tests and set up remedial pro- 
grams for each child, looking forward to adjustment. Educational and voca- 
tional guidance work goes along with their instruction. 


PROBLEMS ARISING FROM SPEECH DEFICIENCIES 


ultaneously 


Few persons realize that impairments of speech may exist sim uy 


with, or arise secondarily in practically all types among the exceptional." 
One reason for this is the presence of fatigue and neuromuscular tension in 
individuals who are trying to meet normal competition with certain senses 
that function at anywhere from zero to perhaps near normal expectancy. 
Introduce nervous tensions and it is only a question of their amount before 
speech disorders having a nervous basis will arise. There are also, in certain 
types of the exceptional, speech defects arising from intrinsic causes. f 
Speech, it will be recalled, is learned by imitation. If there are either dis- 
torted patterns or inability to form words correctly for physical reasons, a 
speech defect results. In some deaf individuals there are few or no speech 
patterns until they have been taught. The hard-of-hearing have memory of 
speech heard before the advent of the impairment. But they may subse- 
quently develop speech defects through distortions in hearing. Both the deaf 
and the hard-of-hearing must be given speech patterns either through suffi- 
ciently clear amplification or through the other distinctive methods used 3 
teaching the deaf and hard-of-hearing by use of the eye and the sense 


touch and feeling. 


Both the blind and the partially-seeing must be watched closely in the 


matter of speech. The basis for their poor speech is .10t too clear and needs 
further study.97-1° It is possible that in some instances a mildly poor quality 


of speech organs may accompany the poor quality of seeing organs. Nore 
tensions are factors, as are also certain psychological elements peculiar to bot 


groups. 
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In the athetoid types of cerebral palsied,! ^! speech is a major problem, as 
it is in the case of the deaf, but for different reasons. The palsied understand 
the word perfectly unless there is also a mental deficiency involved. But the 
Motor speech areas do not have normal function. They tend to follow the 
rest of the body in what are often unpurposed, spastic movements resulting 
in word distortion and often accompanied by movements of the rest of the 
body,192 

In the case of the mentally retarded, 103-195 the speech defect is probably 
due to slow learning ability. A retardation in learning speech, and definite 
inaccuracies and slovenliness, are as logical in these cases as similar slowness 
in subject-matter learning. i 

It follows that since actual or potential speech impairments are definitely a 

rt of the problem of the exceptional child, a program must be planned which 
is both preventive and corrective, with the classroom teacher at the front line, 
fortified with specialists trained for definitive speech service with the excep- 
tional.!99.197 In some instances, as in the case of the deaf and the hard-of- 
hearing, this work becomes a definite part of the training of the special 
teacher. In the case of the deaf, speech is the first educational objective, and 
in the case of the hard-of-hearing, speech correction and lip-reading instruc- 
tion are commonly handled by the same person.1°8 d 

The use of music as an aid in speech correction is very important, an f 
considerable progress in this area has been made. It is certainly worthy ol 


careful study and adaptation to the needs of practically all exceptional 
children.109.110 


PnonrEMs or Physicar. EDUCATION AND RECREATION 


The fields of Physical education and recreation for the exceptional ae 
very promising, but for the most part they are still in their infancy.1* It " the 
custom in many cases to employ for this work persons who have had training 
in physical education and recreation work for the non-handicapped. Mur 
of these are trained in service as employees in work with the exceptional. 


of the latter. Indeed, even Persons with experience in physical education an 
recreation in some area of the exceptional fail on the one hand to realize 
opportunities for special service, and on the other to meet or recognize genu- 
ine danger, i 
Physical education in relation to the exceptional is a professional specialty. 
It requires first of all a sound background and experience with the non-handi- 
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camp programs for the exceptional have been developed, and these offer 

excellent opportunity to develop more natural situations.!15.!? 

: Wok with the blind, deaf, cerebral palsied, and severely disabled requires 
considerable basic knowledge of the particular field. When this is available, 

programs of great merit may be the outcome. Opportunities in work with the 


menm ems — whether in special day or residential schools, or in 
ions for i — ] * 
POR commitment, — have grown rapidly during the past dec- 


There is great opportunity in this work with the exceptional for utilization 
of those values which physical educators have maintained make their work 
definitely educational, values that are highly useful in character training as 
well as in the development of a healthy body. 

In each exceptional area there are certain dangers to be avoided. Some of 
them are real; some are more apparent than real. The physical education 
program for sight-saving classes has been greatly limited by the belief that 
actual damage to the vision of the child might result from bending and from 
certain other activities. Other areas have similar problems. Obviously, to the 
child who has chronic osteomyelitis there is very real danger to fracture, and 
even occasionally the possibility of amputation, as a result of an unwisely 
planned physical education program. The cerebral palsied child, or the child 
with multiple sclerosis or polio presents very real and practical problems.!?? 
It is probably true that it is better for the exceptional, even in nonsegregated 
situations, to have separate physical education programs. It is also probably 
true that contact activities should be permitted only when they can be 
definitely defended. The deaf and mentally retarded seem to be able to 
enjoy such sports and excel in them somewhat more than other severely 
disabled children. 


Problems of coordination and rhythm are common. These are met through 
ducation.!2412° "The same prob- 


programs of music, rhythm, and physical e 
lems are present where the handicap involves neuromuscular tension. In- 
deed, this is a problem common to all types of the exceptional, and it is one 
which must definitely be met by a suitable program. 
The problems of recess time are considered best met not only by separate 
hours for the exceptional but also by considerable subdividing of the excep- 
tional themselves, either by area or within an area, on the basis of functional 
grouping through physical limitations. The answer to the problem is rarely 
the elimination of the physical education program. The true answer lies first 
of all in encouraging desirable persons to undertake the work and training 
necessary to carry through successfully a well planned and carefully tailored 
physical education program for the exceptional. One solution lies in research, 
undertaken by those who are entering the field and by those who have already 
accepted such work as a career, pursuing it often under most difficult cir- 


cumstances.!?6 


SEGREGATION AND INONSEGREGATION 


and nonsegregated plans of 


Any discussion of the so-called segregated 
both within day schools and 


education of the exceptional involves programs 
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in different types of residential schools. There has been a tendency toward 
eloping dogma and cultism in the discussion of this problem, where what 

is needed is a careful and objective analysis of the situation based on the 

individual needs of the exceptiona],127,128 ; 

The first need of the exceptional is an education of as good quality and as 
suitable for him as is available for the non-handicapped child. This implies a 
high quality of physical environment and equipment, often of a special 
nature, and an adequately trained teaching staff. c TS 

The question which must be answered for the exceptional child is his 

of adjustment to his defect. Likewise, it must be known how well he 
is adjusted socially. The probable answer lies in the type of individual pro- 
file; for individual situations will usually determine the kind of school 
program by which the child can best be serviced. Thus the elements of trans- 
portation and transportability and the quality of educational and other serv- 
ices available must all be considered in determining where and how the educa- 
tional program for the exceptional should be conducted. 

In the day school situation at last two philosophies exist in regard to the 
operation of classes; namely, the segregation and the nonsegregation of excep- 
tional children. On analysis, the basic philosophies and aims of each are the 
same. The only question is the means of attainment. 

The difference in the two schools of thought lies in the fact that the segre- 
gationists feel that an exceptional child is better serviced in a group of simi- 
larly afflicted pupils and in the hands of one teacher; while the nonsegrega- 
tionists prefer to have the child in a room with non-handicapped or in a 
special room used as a ‘home room’, with the exceptional child taking all 
possible subjects in a class with non-handicapped children. In sightsaving 
work the nonsegregation policy has been the more approved in theory, but it 
has not always been carried out in practice. With the mild and moderately 
hard-of-hearing, the child is actually placed in a room with normally-hearing 
pupils, but he receives special instruction in lip reading and speech correction, 
plus special guidance. The orthopedically handicapped are segregated for 
motor reasons, as are individuals with special health problems and the severely 
handicapped, if their cases are of sufficient degree to require special serm 
The mentally retarded have been largely handled on a segregated basis; but 
experiments with a partial nonsegregation program have proved successfu 
When children selected are fairly well adjusted socially and when suitable 
activities are chosen, 129,130 

some instances special schools exist for one type of the exceptional. In 
other instances several types are found in one schoo].121.132 

n some communities classes for the exceptional are placed in certain schools 
With the non-handicapped. 

e exceptional child, whether in a day school class, special school, or 
residential school, and whether in a segregated or nonsegregated plan, should 
be placed in about the same general educational situation, with various classes 
recreational activities, assemblies, medical services, and other activities as 
with the nonhandicapped. For the segregated class there are always many 
social functions in which the whole school, including the exceptional, parti- 
cipate. Therefore, Segregation is rarely total. 

The dispute regarding segregation can for the most part be confined to the 
elementary school age. The trends with the semi-blind and the hard-of-hearing 
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are toward nonsegregation. In the cases of the motor-handicapped and the deaf 
the trend has been toward segregation. The bases of these trends are as 
follows: There is, first, as stated, greater safety for the individual in a segre- 
gated program. Second, in the sensory handicapped of high degree there is 
need of immediate and intensive training if the pupil is to be ready for high 
school work and for life among the non-handicapped. Third, in the case of 
the motor handicapped, when of sufficient degree to require special class 
services, the necessary rest periods and time for special medical service cut 
down the available school-day hours. Fourth, the availability of adequate 
service equipment and personnel. Fifth, there are possibilities for experi- 
mental research in methods and techniques. 

The fact that the exceptional child is to any degree physically inferior and 
unable to stand as much work as the non-handicapped creates a problem. 
So does the fact that these motor handicapped children, even under the best 
of circumstances, cannot attend school as regularly as the non-handicapped 
affect the situation. The program, therefore, for these pupils must be a speci- 
ally modified one, covering only the high points of the standard curriculum. 
For them segregation for individualized instruction can be held, for the 


present, to be the best answer. 
under way to determine what shall be 


At the moment, experimentation is 
done with the best adjusted exceptional children. The trend is toward trying 
ver extent is practicable in 


them in classes with non-handicapped to whate 
terms of the educational profile of the child. 

Where the nonsegregated home room plan is used, the first necessity, in 
addition to adequate equipment, is a highly trained special teacher who under- 
stands the needs of the exceptional child. The second requirement is the 
cooperation and interest of the regular classroom teacher and the supervisory 
personnel of the school. The special teacher must not only know what her 
pupil is doing in the regular room in terms of lesson assignments, but she 
must actually see him in that room and determine for herself his shortcomings 


and how she can aid him in meeting them. 


As has been said before, a consideration in I ] 
is the element of safety. It is true that in the end the exceptional child learns 


how to take care of himself, but it is mere sentimentalism and poor pedagogy 
not to realize the danger to these children, particularly those with poor vision 
or with severe orthopedic disabilities, in participating with the non-handi- 
capped in free play, or in moving through crowded hallways or on elevators. 
The educator must have a realistic approach to these problems when determin- 
ing the relative merits of segregation and nonsegregation. n 

When viewed from a common-sense standpoint, there is very little of real 
controversial issue in the question of whether or not an exceptional individual 
shall attend a residential school, a special class, or a special school.!?* The 
determining factors are the classification of the case, the current needs of the 
child, and the facilities available. $ 

The special school, whether of day or residential type, is intended primar- 
ily for exceptional individuals with the more severe disabilities, where highly 
specialized equipment and personnel are needed. In situations where popula- 
tion is scattered, the residential school offers something which really parallels 
the modern consolidated rural school. The opportunities in terms of highly 


favor of segregated programs 
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specialized personnel and equipment, with splendid physical surroundings, 
are all made available to both residential and day pupils. — 

In the past it has been customary to place the following in the residential 
or special day schools for the exceptional : . 

l. The deaf child or adult whose degree of defect or other personal guid- 
ance requirements make it evident that the abbreviated schedule of the regular 
day school will be inadequate to compensate for the retardation. In the day 
school are placed the hard-of-hearing, either with programs involving lip 
reading and other special services or in intensive training classes. Though 
this is not the rule, there are also classes for the deaf in many progressive 
school systems, such as those of New York, Minneapolis, Chicago, Los 
Angeles, Cincinnati, and other cities. The majority of deaf children and the 
high degree deafened are still educated in residential or special day situations. 
With the latter type this applies particularly where the advent of deafness has 
been so early as to prevent the establishment of the speech patterns. 

2. In the cases of the blind and the partially-blind, both residential schools 
and public day school classes are used with combinations of both. The par- 
tially-seeing are placed in segregated or nonsegregated types of sight-saving 
or partially-blind classes. In some instances the blind and partially-blind are 
educated in day schools, notably in the large metropolitan areas.9* In such 
instances success must depend upon the equipment, environment, leader- 
Ship, and personnel, and also upon the ability and willingness of the public 
school system to set up a program as satisfactory in every way as that available 
in the residential or special day school. 

3. In the case of the motor handicapped, children with special health prob- 
lems, the severely disabled, and those with special mental and emotion 
problems, the trend is definitely toward the special day school, excepting the 
case which must be taught in hospital or home, and with the further excep- 
tion of the extreme case which requires very special attention or in which the 
span of life is expected to be comparatively short. 1 

4. With the mentally retarded, usually institutionalization involves commit- 
ment, and is based on the medical and psychological diagnosis and prognosis 
plus the safety and comforts of society. On this basis, commitment usually 
occurs when there is an IQ of below 50, in cases of dangerous mental states 


and patterns with inability to care for personal hygiene, and in other anti- 
social situations.135 


reasonable solution is to place the exceptional child in the educational situ- 
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ation which best meets his needs to achieve maximum growth at a normal rate. 
There is a delicate and subtle difference between educating and socializing an 
exceptional child and trying to maintain the thesis that he is not in contact 
with reasonably non-handicapped-thinking individuals when in a residential 
or semisegregated situation. In some instances it has been shown that the 
residential school or special day school products among the exceptional have 
proved to be better adjusted socially when in contact with the non-handi- 
capped in high school, and of greater help to the non-handicapped than the 
non-handicapped are to him. 

In the final analysis, the quality of product resulting from any of these 
educational programs is the only basis for judgment. It is obvious that 
the education of the exceptional requires special environment, special equip- 
ment, and specially trained personnel. The objective is to produce a reasonably 
happy individual who is socially acceptable and economically effective. The 
best program is the one that best meets these requirements. 


Runar PROBLEMS 


The care and education of the exceptional child in rural areas offer many 


complex and difficult problems.!9* First: of all, rural communities are not 
usually in a position to finance their own educational program for the excep- 
tional. The first justification for state aid for education is based on this in- 
ability of sparsely settled populations to provide training facilities for children 
in districts where the school year has to be based on periods when farm 
service problems are least pressing. As demands have arisen for a more com- 


prehensive curriculum, the Little Red Schoolhouse has given way to the more 
adequate consolidated school. 


For these reasons the program 
general follow that for rural non 


for the exceptional in rural areas must in 
-handicapped. However, as in urban situa- 
tions, facilities for non-handicapped must be modified, augmented, and other- 
wise changed on the basis of the needs of each individual child, plus possible 
group requirements. A consolidated school for children may be Vien eed 
able transportation distance for all children; but such travel mig ^ E 
much of a daily hardship for certain of the more severely han capped: 
Likewise, even in a consolidated district there may not be a large px 
number of exceptional children to make possible the establishment iem 
classes—such as, for example, classes for the partially-sighted or for the ap 
pled, or the cerebral palsied. When the school population is sparse, it eun i 

recognized that there will be very few needing special education. t a 
needs of these few are individually as great as those of each exceptional chi 


in a larger group. ; . EE t 
The basis of all rural problems is sparse population. ah. sci pme 


i i i ization 
i of rapid transportation has been centraliza i i 
nefa aa p solved on this basis, the local control giv- 


istratively most rural problems are x ] 
ing way to county or state setups. It is recognized that rear ed £e 
differences in weather and climate, because the term sie! o! Eve d 

is comparative, because distances between homes and service setups vary 
: : all needs. In some of 


i ill meet 
from rods to miles, no one type of program wi 
the Od pat suburban sections of Westchester County, New York, problems 
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are relatively simple in solution. In regions like North Dakota and Texas, 
where farms are miles apart, the problems created by distance, plus weather 
and climate, are very great. Likewise, the type of population is a considerable 
factor, the better the quality, the more successful is any solution. 

The problem of discovering the exceptional child in rural areas is a marked 
one. Perhaps the most successful attempts at solution have been through 
providing special clinics,!8* where the cooperation of voluntary and official 
organizations with the medical profession in official and private capacities 
has brought to light many cases which might otherwise be without aid. 

rural newspapers are most cooperative and interested in programs for the 
exceptional and aid greatly in making them both possible and effective. This 
is mend in line with modern trends in public education or constructive 
publicity, 

Probably the traveling medical clinic, visiting teachers, or an equivalent, 
in cooperation with private physicians or public health authorities, are the 
opening wedge for the educational program. Certainly medical examination 
and classification of cases is the first step. Consecutive to it is psychological 
testing in a broad sense. Quite possibly a psychologist with special training 
in work with all types of the exceptional should be attached to a traveling 
medical clinic. His services might also be made available for consultation 
with private physicians and public health officials. 

edical diagnosis and educability having been determined, the next ques- 
tion is where the training shall take place. It may be at home, in a residential 
school; or in a special program in a regular or special class in a public school. 
It could be in some local setup, or in a consolidated school. Or it might be in 
an approved boarding home for the school days of the week. 

Since the number of the exceptional is small both numerically and pro 
portionately, there arises the question of whether, on this basis, it is best: 
(1) to provide a traveling teacher, where distances permit; (2) to transport 
the child to a school in which he may be placed in a regular classroom with a 
modified curriculum set by an expert, as is the custom in rural Ontario under 
Inspector Amoss;?38 (3) to transport the child to a consolidated school for 
admission to a regular or a special class; or (4) to provide some other appro- 
priate plan. 

Special classes must be multigrade under such circumstances, because of 
the small number of the exceptional. They may have to be multitype as well, 
thus creating, as has been proved in practice, a difficult training situation. 

In connection with educable exceptional children who are very backward, 
tgp or mentally defective, auxiliary training units may be estab- 
ished. 


TRANSPORTATION 


It is the custom of school systems to transport to the school children who for 
any reason would have difficulty in reaching it otherwise.18°-142 In terms of 
a normal or ambulatory child, about half a mile is considered an allowable 
distance without transportation being provided. The location of schools 
today and the availability of public transportation systems usually make trans- 
portation of non-handicapped pupils unnecessary. But the child with crippling 
deformities of the legs cannot travel even the normal distance. 
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Handicapped children make up the largest single special group transported to school 
in cities both from the standpoint of number of children transported and the number of 
schools transporting. Of the 906 reporting schools, 334 are transporting 28,499 mentally 
and physically handicapped children to and from school. 

As might be expected, the percent of cities transporting handicapped children is closely 


related to size of city. Almost 80 per cent of the reporting cities of more than 10,000 
population are transporting them, while the percent of the cities of 30,000 to 100,000 
population is about 55 and drops to 25 percent for cities of 10,000 to 30,000 population. 
There is also a marked difference between geographical areas. In the Northeastern quarter 
of the country and in the Pacific region 40 to 50 percent of the reporting cities transport 
handicapped children while in the Southeastern quarter it ranges from 3 percent to 15 
percent. The other Central and Mountain regions range from 14 percent to 30 per- 
cent.142 


There is a serious question as to the justification, even for a normal child, 


of having to be ready for school more than a half or three quarters of an 


hour before the opening hour, or of arriving home an hour later than his 
vily to the length of the school 


brothers. Transportation should not add hea 
day. 


In some instances bus and other transportation services are operated by the 
school department; in others, by contract. Much discussion of costs has been 
carried on.!43 Since the costs of operation vary widely in different 
communities, we can only refer to studies which present current geographic 


conditions.14#145 


It is commonly recognized that parents cannot be expected to transport chil- 


dren to school or to call for them. Lack of means of transportation, the need 


of earning a living, and duties toward the other members of the family make 


this additional responsibility in most cases out of the question. The principle, 
therefore, is to provide transportation where public facilities and the facilities 
of the family of the exceptional child are inadequate. 


There has been considerable discussion during the last few years of the use of specially 


i i di children. Though there has been 
designed busses for the transportation of han capped Ae Rent s a 


considerable interest the use of "n des is i yet vei Ap ig sare dp 
report the use of specially designed vehicles an apparently oi 

than one. Most of these busses are owned by the schools, although about 40 met are 
privately owned. No attempt was made to determine the degree to 3m. eed usses 
deviate from the standard bus, but it is known that in some cases the chie range te 
the removal of some seats and possibly the provision of a ramp so that wheel chair pupils 


may be accommodated.146 / : 
i ith rear and side doors and ramps t at give 
There are available busses wi ad VPE A 


i f the same height as ) 
access to the loading platforms o Ert, esperhlly since ais adire 


These are excellent for any group © s 
platform removes difficulties resulting both from inclement panmi E 


especially the one involving con 
form and special entries, probab 


Pupil transportation, then, is today a necessa 
ry in connection wit 


It is particularly necessa ‘ i 
child. and to a E large degree it has come to be in part a state responsi- 
bility.148 With this fact recognized, many states have developed standards for 
such bus construction and operation as seem best fitte 


local situation.!4? 
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In presenting a picture of services in special education, the program in oper- 
ation in the state of Ohio is used as a framework in which the various phases 
of educating exceptional children are discussed. It is not intended that this 
state's special education services be taken as a pattern, but rather as a sample 
of an actual program in operation. It is presented as a movement rather than 
as a static picture of the educational services. 


BecInnincs oF Sprcrat EDUCATION IN Orio 


As in many other states, Ohio's first step in recognizing the needs of handi- 
capped children was taken by building state residential schools for the deaf 
and blind. The school for the deaf was founded in 1829 and the State School 
for the blind in 1837. These state schools originally operated under the State 
Welfare Department,’ but in 1927 they were brought under the Department 
of Education. The state residential schools for the deaf and the blind have 
recently moved into newly constructed plants; even though they are the 
oldest part of the special education program, they are still an essential part of 
it. Attendance in the state school for the deaf ranges around three hundred 
pupils, while the attendance at the state school for the blind is approximately 
two hundred pupils. The cost of education for deaf and blind children in the 
state residential schools is paid out of state funds. These state residential 
schools are each administered by a superintendent who is directly responsible 
to the state superintendent of public instruction. 

In the period beginning about 1910, there began to appear in the larger 
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It would be interesting to trace the development of some of these early 
public school classes for deaf, blind and crippled children. It is known that 
groups of mothers organized in the interest of handicapped children played 
a strong role. Service clubs and societies interested in blind and crippled 
children played their part. Out of these groups came the Ohio Society for 
Crippled Children, which for a generation has given strong support to state 
legislation and appropriation of funds for the education of handicapped chil- 
dren.? 


Onro's Spectat EnucarioN Law 


By 1919 public interest in the education of physically handicapped chil- 
dren in the public school had crystallized to the point that there was strong 
demand for legislation that would recognize existing classes and provide a 
basis for the organization and financing of such classes throughout the state. 
The law enacted that year gave the state superintendent of public instruction 
authority to "grant permission to local boards of education" to set up special 
classes for deaf, blind or crippled children. "These classes were to be operated 


under standards set by the state department of education; and excess costs in 
the state in an amount not to exceed 


resident children) from funds appropriated for that purpose. This basic 


legislation recognized the p 
children as a function of the state and the local school district, not the respon- 
sibility of related agencies, such as health and welfare. à 

No major change was made in this original special education law until 
1945, when it was broadened to include provisions for special classes for 
slow-learning children, child study, and instructional services for any child 
whose learning is "retarded, interrupted or impaired by physical or mental 
handicap".5 Financial aid from the state on this newer part of the program 
is paid on a teacher unit basis. m 

Since 1945 there have been three additions to the law, each indicating the 
will of the people to extend special education. One of these provisions opened 
public school services to blind children at the age of 3 years instead of 5 as 
previously provided. A second opened public school education to persons 


over twenty-one years of age’ who have not graduated from high school and 


are patients in public hospitals for the tuberculous. The other oa 
grew out of the need for expanding facilities for preparing more teachers 
for exceptional children. It permits the state department of education to 
contract with the education department of a university for ec at " 
in-service training of special education teachers and to pay as much as ha 


the salary of college personnel doing the special training. 


Law IN OPERATION 


islati ise which were not 
In the application of any legislation many problems arise w! 
Mese. - the lawmakers and which are not fully and specifically covered 


i are settled by legal opinions or by 
in dhe hee qu decisions come to have the 


decision of the courts; and these opinions and 
effect of broadening or narrowing the law. In this way law tends to take on 
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meaning as questions arise, decisions are made, and opinions and rulings 
become the basis of practice. 

When Ohio’s original special education law was enacted, it was for the 
“deaf, blind and crippled”, who because of the seriousness of their handicap 
presented an obvious problem. When the law was put into operation, it was 
soon found that there were many children who would not technically classify 
under any one of these three major handicap headings, but who were so 
handicapped that their normal school progress was seriously hampered. 

In practice it was found that for every deaf child there were many partially 
hearing who needed special education, varying in amount and kind with the 
degree of hearing loss; for every blind child there were many partially seeing 
who needed different kinds of school facilities; while the original term crip- 
pled, applied to the orthopedically handicapped, closed the doors of special 
services to the heart damaged and even in some instances to the cerebral 
palsied. Through many experiences, while working to fulfill the special edu- 
cation needs of thousands of exceptional children, ways have been found to 
broaden the original concept of law until these children can take their rightful 
place in special education. Others, such as the tuberculous child, may attend 
a class in a hospital, or the child with epilepsy may have instruction at home 
while medical control is established. Thus we see that the law itself and 
meanings that come to be attached to it change slowly as the problems of 
children emerge. As solutions to these problems are worked out, they become 
precedent which serves as a basis for decision in future similar situations. 


Puiosopny oF SPECIAL EDUCATION 


Before a statement of philosophy can be made, it is necessary to define 
special education. The definition that has come to be accepted in Ohio might 
be expressed as follows: “Special education is regular education custom-fitted 
to the individual limitations and potentialities of the exceptional child." 

Custom-fitting means alterations or modifications in the regular pattern. 
The modification might mean the provision of transportation or physical 
therapy for the crippled child, or even bedside instruction. For the blind child 
it may mean Braille or reader service. For the deaf child it may mean that 
speech and language need to be developed. For the mentally retarded child 
it may mean that the timing of beginning reading and terminal expectancies 
for reading Cor academic work) need to be different. For the speech handi- 
capped child it may mean only some help from the speech correction teacher 
while he does his regular school work in regular class. 

Any discussion of the philosophy of special education eventually leads to 
the question of segregation. On the one hand are those who believe that 
all of the needs of all children, including the handicapped, can be met in the 
regular classroom. Others feel just as strongly that the problems of the handi- 
capped are so special that total segregation with special building, special 
teachers and special program is necessary. It appears that a better plan would 
consider only as much segregation as necessary for only as long as is necessary. 
One of the objectives of special education ought to be to bring the child to 
maximal realization of his potential for normal living. He may need a lot of 
special treatment in the beginning, but little or none in the end. 
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Another question that arises in connection with the education of exceptional 
children is that of responsibility. Are they the responsibility of the local 
community or of the state? Ohio's answer to this question is that both the 
state and the local school district have responsibility. Thus special education 
becomes a partnership in which the local district is responsible for normal costs 
of education while the state pays excess cost to a specified legal limit. The 
local school initiates special education while the state helps to plan and to 


pay. 


ApMINISTRATION AND SUPERVISION 


In the beginning, one high school supervisor was assigned the responsibil- 
ity of inspecting special classes and distributing special funds to local school 
districts, The volume of work became too heavy to be handled in this 
manner, so in 1923 a director of special classes was appointed to devote full 
time to the problems incident to the education of physically handicapped 
children in public schools. 

The function of the Director of Special Classes as viewed at that time, 
was primarily to organize and establish classes, to set minimum standards, to 
inspect existing classes and to distribute money. However, the concept of 
these duties soon was modified to include such matters as disseminating 
information about special classes, developing methods of finding exceptional 
children, coordinating the efforts of education with those of related state and 
local agencies in health and welfare, and all the other activities both official 
and volunteer that have come to be looked upon as essential in special educa- 
tion. 


Wuat Mages EDUCATION SPECIAL? 


As the number and types of classes grew, the need for supervisory help 
became evident, so that one at a time, supervisors were added. The pattern 
followed in building a staff was that of employing a person with a background 
of regular teaching experience as well as training and experience in at least 
one special area. By 1936 the classes for the deaf, the blind and the crippled 
each had their own supervisors. Soon after this a psychologist was brought 
in to examine handicapped children and consult with school personnel and 
parents. In 1937 a supervising physical therapist was added to complete the 
list of special education personnel working with physically handicapped 
children. 

When the special education law was broadened in 1945 to include the 
educable mentally retarded and other handicapped children, plus child study 
services for all handicapped children, three additional supervisory positions 
were added. These were in the areas of speech therapy, slow learning, and 
psychological services. y - 

In the process of growth the functions of administration and supervision, 
which were at first carried by one person, have become more or less separated. 
The Director of Special Education carries the administrative responsibilities, 
while each supervisor works with teachers and children in a specific area o 
special education. The director establishes policy, prepares budgets and 


HAZEL G. MCINTIRE 


distributes funds, coordinates special education with the work of other state 
departments and in general directs the business and services of the division. 
"The supervisors consult with local school personnel and parents, help teachers, 
participate in the training of special teachers, assist in surveys and the selec- 
tion of children for special programs, and report to the director on problems 
and progress in his special area. Over the years the director and supervisors 
have given active help, on the spot, to local school districts in establishing 
new classes and services; and the supervisors spend almost full time in field 
service. 


SrxciaL CrassEs AND PnocRAMS 

Ohio's program of special education began with special classes and special 
schools. It has moved in the direction of educating a handicapped child with- 
out breaking the contacts with brothers, sisters and normal classmates any 
more than is necessary. Thus the more recently established special classes are 
in regular school buildings, and as much as possible the participation of 
handicapped children with normal children in regular school activities is 
encouraged. 


The Crippled. In four larger cities crippled children’s classes are housed 
in a special school. In other cities and rural areas these classes are housed 
in regular school buildings. The special school offers the advantage of cen- 
tralizing special equipment and services, while the special class or classes 
in a regular building offers the advantage of continued association with regu- 
Jar class children, and facilitates the return of the child to a regular class situa- 
tion as soon as his physical condition makes this possible. 

Crippled children’s classes are for those children who need protection or 
therapy for a time. It is usually viewed as a temporary placement, often a 
stepping stone from the hospital back to the regular school.? It follows, then, 
that the curriculum for the crippled child is the regular school curriculum 
With the necessary modifications to meet the needs of the handicapped child. 
The special services, as required, are the therapies, the boarding home, trans- 
portation to school, and provision for rest during the school day. 

Some crippled children are now receiving special education in hospitals 
where they are awaiting Surgery or treatment, receiving treatment, or con- 
valescing. This figure includes patients in hospitals both for the orthopedic 
and tuberculous. The number of children under this special instruction varies 
as children come and 80, but the service is a regular part of special education. 


The local school district provides the instruction, with excess cost paid by the 
state. 
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reaches regular school age. The deaf child is enrolled in a special class at 
the age of three, following advisory conferences with the parents, to prepare 
them to help in the child's school adjustment. The training of parents con- 
tinues through all the early years of the child's education, for only as they 
carry on at home the work done at the school, can their child progress at a 
rate rapid enough to educate him in a reasonable number of years. 

Even in the beginning the child is given as many contacts as possible with 
hearing children in the building in which his class is located. As he becomes 
more adept in the use of his special skills, he is placed in classes with hearing 
children for as much of his work as he can carry. Little by little, he makes 
the transition from special classes to regular classes. In the high school he car- 
ries his work—academic and vocational—with hearing students, being given 
counselling and tutoring services when needed. This helps him adjust more 
easily to community living. 


The Hard of Hearing. Hard of hearing children are enrolled and do most 
of their work in the regular classes of a building where there is a resource 
room with a teacher prepared to teach the hard of hearing. Most of these 
children have or have had sufficient hearing to acquire some speech and lan- 
guage in the same way as hearing children. However, they are so seriously 
handicapped that they cannot compete with hearing children in a regular 
class. 

The special teacher has each child Cor a small group) a period or more a 
day to teach him lip reading, correct his speech if necessary, and advise on the 
use of his hearing aid. Occasionally she helps the regular teacher by tutoring 
the child if he is not succeeding. 

With most of these children a year or two of this training is all that is 
necessary before the child can be returned to his own school district, with lip 
reading and his hearing aid Chis tools of trade) and with confidence that he 
can now compete with hearing children. He is kept longer if doubly handi- 
capped or if for some other reason he is not rehabilitated in the usual period. 
Differing from procedure in some states, Ohio children who become: totally 
deafened after they have acquired speech and language are placed with hard 
of hearing children for education. Under this procedure they do not lose the 
language and speech acquired before they were deafened. 


The Blind in the Public School. Early counseling services make it possible 
for blind children to come into nursery school at the age of three years. A 
feature of the nursery school program is the inclusion of a number of sighted 
children: this feature of association with normal children is continued through 
the kindergarten—where the blind child attends the public kindergarten in 
his home school district—and when the child is six years old he may go to a 
special Braille class located in a regular school. He has the services of this 
special class throughout elementary school, with emphasis on the development 
of the special techniques that he will need to carry out his academic program, 
and upon growing participation in activities with regular class children. In 
high school the blind student does not attend a special class but carries the 
regular program of courses with reader service and continued guidance from 
the special education supervisor or’? the itinerant teacher trained to continue 


Braille and other necessary services. 
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The Partially Seeing. The program for visually handicapped children is 
one in which the possibility of meeting the needs of most partially seeing 
children in the regular class situation is being examined nation-wide, Most 
of the larger cities in Ohio operate “sight saving” classes with a special teacher 
in a special room. As with other special classes, the child remains here while 
he is acquiring those skills needed to help him adjust to his handicap ina 
school situation but participates in the regular classroom for much of his 
school work. In other districts the child is registered in his regular class, re- 
turning to a "sight saving" Cor resource) room in the building for necessary 
help and materials. Few sight saving classes are found beyond the elementary 
and none beyond the junior high level; in the secondary school, reader service 
and guidance from the special education supervisor are maintained as needed, 
as with the blind pupils. , 

Two large and two smaller cities and a number of rural areas!? are provid- 
ing special service for partially seeing pupils through the itinerant teacher 
plan in which a specially trained teacher works with visually handicapped chil- 
dren and with their teachers in regular classrooms. This carries a vision con- 
servation program into the regular class situation. Many children thus get the 
services they need while attending their neighborhood schools. The tendency 
at the present time seems to be in the direction of less separation from the 
tegular school situation. 


The Slow-Learning. Special classes for slow-learning pupils existed in 
some school districts in Ohio before the state began to assume financial or 
supervisory responsibility for them; 143 such classes were in operation in 1945, 
all of them housed in special class centers or in elementary schools. The 
provision of a small amount of financial aid to the program gave sufficient 
impetus that special classes have continued to develop at the rate of about 
30 new classes each year, until at the present time there are 413 such groups, 
98 of which are housed in junior and senior high schools. 

Special education classes at the elementary level usually operate as self 
contained classroom units, as do other grades in the school. In secondary 
schools, the pupils are enrolled in regular home rooms and selected classes with 
regular students. The programs vary in the amount of time the pupils spend 
in the special class—not less than the equivalent of half the school day, since 
all of the academic work and what may be viewed as personal and occupa- 
tional guidance takes place there—but, depending upon the abilities of the 
boys and girls and the facilities available in a given high school, the special 
be pupils participate in many activities with the regular high school stu- 

ents. 

In general the trend in thinking about the education of slow learning 
children is in the direction of separation where necessary and for as long as 
necessary, participation when possible and as far as possible. Under this 
philosophy these pupils are proving to have relatively better potentialities 
than was recognized a generation ago. The program aims at general prepara- 
tion for as normal and effective adult life as is possible for these young people. 


E Speech and Hearing Therapy. 'The speech correction program in the pub- 
lic schools of Ohio provides for instruction of children in small groups or indi- 
vidually. The child carries his full program of regular school work in his own 
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grade, but reports to the speech teacher two or more times a week for half hour 
periods of instruction in his own school. 

Hearing testing is generally considered the function of the health depart- 
ments in Ohio. Since the speech correction teacher is trained in audiometric 
procedures, he sometimes assists the school nurse in the hearing testing pro- 
gram. He is also trained to teach speech reading, to give auditory training 
and to help adjust the child to the use of a hearing aid where indicated. 
Children whose hearing loss is less severe fall in the province of the speech 
correctionist. Provision for children with acute hearing loss is made under 
another program. 

In addition to specialized training, the same basic background of courses in 
education is required as for the regular teacher in order that the speech cor- 
rectionist may work effectively in the school situation. The speech correction 
teacher is usually employed by the local school district on the same basis and 
salary as any other teacher, based upon training and experience. An additional 
allowance for travel between schools is made, since most speech correctionists 
serve four to six buildings. 

An important factor in the uniformity of policies and procedures through- 
out the state is the close working relationship between the staffs of the univer- 
sities recognized by the Department of Education for the training of speech 
and hearing teachers and the Division of Special Education. By limiting the 
number of centers offering this specialized training, a high standard can be 
maintained. The locations of these speech training centers are so situated 
geographically that consultative and treatment services are available to most 
children in all parts of the state. 


Psychological Services. The need for better understanding of the excep- 
tional child's potentialities was recognized by Ohio's Education Department 
long before psychological services became generally available. The larger 
cities in the state were first to employ psychologists. The state division of 
special education sought service from state and local psychological clinics for 
some time and then began providing a limited amount of such service directly 
through a member of its own staff. For several years the idea of establishing 
in the state department of education a staff of psychologists to serve the public 
schools had considerable support. The viewpoint of the division has always 
been that to set up these services in the school districts is more effective. 

When provision for subsidy of child study services in the public schools 
was made, the number of school psychologists began to grow rapidly. In 
1954 there were ninety-eight state subsidized psychologists working in the 
public schools of the state. Each year finds this number growing even though 
the amount of financial aid is small. ] x 

The psychologist's role is that of measurement, diagnosis of mental abilities 
and prognosis for school progress. He is a member of the professional team 
that seeks to understand the child's disabilities and abilities and to map a 
program for his education. 

The psychologist carries out the examinations of exceptional children for 
special services and serves as a consultant to parents and school personnel on 
matters of placement and adjustment in the special program. The general 
practice is for the psychologist to carry out his work in the schools rather than 
having the children brought to a central office. This procedure not only 
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enables the school psychologist to see the child in his normal school situation 
but also allows ample opportunity for the principal or teacher to consult 
with the psychologist relative to the child and his problems. 


PROBLEMS AND PLANS 


The philosophy and practices in special education never become static. 
Certain basic principles remain constant but as progress is made in the fields 
of physiology, medicine and psychology, the forces of education need to recon- 
sider and regroup in order to meet the needs of exceptional children effec- 
tively. What has happened in the development of control drugs and the 
treatment of children with epilepsy has made necessary a revision of thinking 
about the education of these children. Formerly the outlook for them was 
not very hopeful. Now that epilepsy can usually be treated effectively, 
most of these children can return to regular school after control is established 
through medication. 

A few years ago, poliomyelitis was the great crippler of children. Improved 
methods of treatment of this disease seem to be greatly reducing its crippling 
effects and recent research findings offer promise that preventive measures may 
soon be effective in eliminating the problem. 

While causes of crippling are being reduced by medical research on the one 
hand, a growing volume of knowledge and understanding of the problems of 
other children who have not been viewed very hopefully in the past brings 
new challenge to special education. Included in this category are the dis- 
turbed, the cerebral palsied, and those with neurological damage but no 
motor involvement. 

In Ohio the cerebral palsied are provided for in the same general way 
as any other kind of crippled child. The educable cerebral palsied child 
attends regular school, class for crippled children, class for slow-learning 
children or has home instruction depending on the severity of his handicap. 
He is provided with therapies, transportation or boarding home as these serv- 
ices are required. 

Special education is groping for ways of meeting the needs of other chil- 
dren with neurological damage and disturbed children. At present different 
programs are being tried on an experimental basis. Some children are on home 
instruction full time. Some have home instruction part time and attend regu- 
lar school half time. Still others attend special class for a full school day. 
Whether the eventual answer will be one of these, or a combination, or some- 
thing entirely different is not yet known. 


Special education is also Moving into the hospitals and home where num- 
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gave the particular problem about which they were concerned sufficient 
publicity to develop public awareness and public support, then went to the 
General Assembly with a request for legislation to grant state subsidy and 
state direction through supervision for a program. If history repeats itself, 
we may therefore anticapte that in a very few years the Division of Special 
Education will have the responsibility of promoting a state philosophy, setting 
standards and otherwise encouraging the development of a program for this 
area. 

At the present time gifted children are eligible for child study services in 
those districts having their own psychologist. In a few Ohio cities 
special programs for gifted already exist. Chief among these is the city of 
Cleveland, which did pioneer work in this area; its program of major work 
classes and enrichment classes is internationally known. 


In addition to the need for special education to develop in new areas—as 
indicated in the foregoing paragraphs—there are certain continuing problems 
which are likely to be particularly pressing in the next few years, due to the 
general teacher shortage and the rapid increase in the elementary and second- 
ary school population. "These are: space to house special programs, teachers 
and other special personnel to carry on the instructional and correctional 
treatment programs needed by exceptional children, and funds to underwrite 


increased costs of special school services. 


STATE PROVISION Fon EXCEPTIONAL CHILDREN 
IN THE Punric ScHooLs or OHIO 


Type of Handicap Services Subsidy 
Crippled* Special Class Excess cost not exceeding 
Therapies $400.00 per child per year 
Deaf Special Class Excess cost not exceeding 
Tutors $400.00 per child per year 
Hard of hearing Special Class or Excess cost not exceeding 


Resource Room 
Tutors 


$400.00 per child per year 


Excess cost not exceeding 


Blind Special Class 
Tutoring $400.00 per child per year 

Partially Seeing Special Class Excess cost not exceeding 
Resource Room $400.00 per child per year 
Itinerant teacher 
Readers 

Speech and hearing Itinerant teacher $1000.00 per year 

Slow Learning Special Class $750.00 per year 
Psychological $1000.00 per psychologist 
Services** per year 


*Home instruction available for homebound crippled children. 


In addition to per pupil subsidy, 
necessary for physically handicapped 
**The school psychol 


ogist is available for work 


funds are available to pay transportation or board when 


attending special classes. 
with all types of exceptional children. 
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During the current school year subsidized special education, including 
psychological and adjustment services, is reaching more than 50,000 children. 
Under instructional services one finds 4,106 crippled, 1,057 with serious 
hearing handicaps, 1,150 with visual handicaps, 7,700 mentally retarded and 
13,921 speech handicapped. 
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Allen, Amy A., Let Us Teach Slow Learni 


FOOTNOTES 


- Ohio's schools “for the custody and training of the mentally deficient” are still under 


the jurisdiction of the State Department of Public Welfare, although these institu- 
tions do operate an educational program for patients who are classified as “educable 
mentally retarded”. Similarly, the educational programs at the Boys’ and Girls’ 
Industrial Schools are under the supervision of the Department of Mental Hygiene 
and Corrections rather than under the Department of Education. 


. The National Society for Crippled Children and Adults was an outgrowth of the 


Ohio Society for Crippled Children; for many years the headquarters for the 
national organization was in Elyria, Ohio. 


- In 1953 the law was amended to allow $400 per child per year towards excess 


operating costs. 


- In Ohio the term “slow learning” applies to those children referred to as “educable 


mentally retarded” in much of the professional literature. 


. The Ohio School Code, revised edition, Section 3323.01. 
. There appears to be a trend under newer laws to pay on a per unit basis, although 


some states (as Illinois) pay on these newer services on a per child basis, and some 
(as California) pay a percentage of excess cost. 


"ira public schools, in general, are open to youth from six to twenty-one years 
of age. 


- This service is further extended by the assignment of supervisors from the Division 


9f Special Education to state universities for extension courses and summer courses 
dealing wih special education. 


. For certain children, such as the cerebral palsied, crippled children's class would 


probably provide a long term education program. It is interesting to note that since 
the early days of the program cerebral palsied children have been included in Ohio's 
classes for orthopedically handicapped boys and girls. In the mid 1940's a five year 
experimental program for a cerebral palsied unit was carried out under the joint 
auspices of the Division of Special Education, The Ohio Society for Crippled 
Children and Division of Crippled Children's Services, State Department of 
Welfare,—with the cooperation of the Toledo and Youngstown Public Schools. 
At the end of that period one of the conclusions reached was that it is better for 
cerebral palsied children to attend class with other crippled children than to be a 
part of a cerebral palsied group, per se. 

In the organization of the state program, centers have been established in a number 
of city school districts which are open to deaf children in the area who are able to 
commute daily or who may be boarded through the school week. 

Guidance is also given to faculty members and high school counsellors dealing with 
the blind student. 

Cities: Cincinnati, Columbus, Marietta, Hillsboro. 

The Ohio Association for Gifted Children. 
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A METROPOLITAN AREA PLANS FOR 
SPECIAL EDUCATION 


FRANCES A. MULLEN 


When Chicago plans current and future programs for exceptional children 
in the public schools, it does so from the perspective afforded by a long tradi- 
tion of service. That tradition blossomed spectacularly as a result of the clear 
thinking of civic-minded Chicagoans at the turn of the century; it has four- 
ished in a soil of community interest, fertilized with intelligence and vision. 
The city of Jane Addams and Clarence Darrow has never lacked champions 
of the underprivileged. 

Among American public school systems, Chicago claims the first class for 
crippled children (1899), the first child study clinic (1899), the first class 
for the blind (1900), and the first Parental School for court-committed tru- 
ants (1902). Public school classes for the deaf were started in 1875; Chicago 
was an early exponent of the oral method of instruction of the deaf, Classes 
for the mentally retarded appeared in 1900. Public school teachers were sent 


into the hospitals to do bedside teaching in 1900, speech therapy began in 
1910. 


one of continuous reappraisal as medical and psychological 
knowledge advances, urban culture develops, and the democratic philosophy 
of education is clarified. For example, as our understanding of the medical 


nged over the years, Chicago first de- 
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seriously questioned. Later the open-air aspects of these rooms were modified, 
and finally all special classrooms for delicate children were discontinued in 
1942, but a program of "physical improvement centers" was substituted 
through which underweight children in under-privileged neighborhoods were 
given special services while remaining in their regular class groups. In 1951, 
The Physical Improvement Centers were closed with the advice of the medical 
profession. Similar changes in medical attitudes toward the handling of chil- 
dren with heart defects resulted in study of the policies for school placement 
of cardiac children. "The Chicago Heart Association provided consultant 
medical service beginning in 1951, which resulted in the return of all but the 
most severe cardiac cases to the regular grades by 1952. Before 1950 heart 
disease accounted for 25% of the membership in the special schools; it now 
accounts for only 10% of the membership. Classes for pregnant girls have 
been discontinued. In these and many other instances there have been con- 
tractions of services, and changes of program and policy, paralleling expand- 
ing services in other areas. 


Topay Srzcrar. Epucation Is Bic Busness 


The Chicago public schools in January, 1955, make special provision for a 
large number of handicapped children. The detailed figures in Table I show 
that over 17,000 exceptional children are being served by approximately a 
thousand adults in seven special schools, in classes located in 173 of our 419 
elementary and high schools, and in speech services to practically all schools, 
at a cost of seven million dollars in excess of what it would cost if these 
pupils could be educated in regular grades with no special services. The 
personnel figures do not include the services brought to exceptional children 
by 13 central office supervisors and administrators in special education, by 62 
psychologists, by an increasing number of teacher-nurses; by adjustment 
teachers in all high schools and elementary schools, by placement counselors 
in the high schools, and by a host of other services in guidance, curriculum, 
subject supervision, and administration, which are shared with the non- 
handicapped. In costs some of this service is reflected in the auditor's calcula- 
tion of overhead. 

Services for gifted children.are not included in Table I. The Department of 
Special Education has never had responsibility for them, except as gifted 
children have appeared among the physically handicapped, the deaf, or other 
special groups. The Chicago public schools however do give a great deal of 
attention to this group, through the administrative and instructional channels 
of the entire school system. 


SPECIAL EDUCATION Is INTENSELY PERSONAL 


Every morning a fleet of 46 buses bring to four Chicago schools their car- 
goes of the physically handicapped, babies and high school seniors alike. 
Attendants help them to wheel chairs or crutches or walkers, see that they 
are toileted and helped to their classrooms if necessary. In the nursery Mary’s 
interest in a game may lead her, in spite of her cerebral palsy, to take her first 
unaided step; in the physical therapy center a polio victim at age 10 and a 
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recent amputee age 14 who has been struggling with the difi ult mine 
his new prothesis, may each achieve the same goal. At the afte es m — 
others not so far along in rehabilitation will thrill to see xem - ^ Bi by 
amputees bouncing to the square dance tunes of the hill billy "x he 
an armless lad who plays the steel guitar with his toes. Fortunate r a 
the audience do not know that Theresa, who flinches just a p x -— à. 
ner whirls her, must go back to the hospital next week to have C up " ee 
tation in a possibly fruitless effort to arrest a pee diens bes 
Special rooms within the special schools provide for children w whe: Ea 
handicaps, such as defects in mental capacity, vision or hearing associ 

à crippling condition, 


Visiting the deaf classes, we might find a group of three ma feur yea te 
learning to play together, while Billy on teacher's lap is exp ring me, 
and throat muscles and attempting joyously to imitate her actions thoug LE 
cannot hear her voice; we see an older group moving from their session "m 
the piano to vocabulary and language development exercises using group 
multiple hearing aid equipment; in Chicago's largest vocational sc hoo sg 
a deaf lad starring on the basketball team and another winning a pr 


in i i i i h, as well as sub- 
and in improving the thythm, tone, and pitch of their speech, 
ject tutoring from a special home room teacher who has guided ete 
their four years, while their credits have been obtained in regular classes. 


and the Braille reference boo! 


time she reaches the upper grades she will be an expert typist both on the 


typewriter, and may have both machines 
at home as well as at school so that she 


elementary school unescorted; later she will take 
large city high school and a full program of inte- 
grated classes. "The suite 


» Or to dance with them; quiet cubicles 
for study via the talking book machine are available. 
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The schools for the physically handicapped have increased speech therapy 
service since cerebral palsied children, in particular, need intensive speech 
therapy. Other schools at present have speech therapy only one day per week. 


Classes for the educable mentally handicapped face special problems of 
parental acceptance. When an ungraded division was first suggested to Har- 
ry’s mother, she was horrified. Frequent counseling with her over a period of a 
year as Harry’s lack of adjustment became more evident helped her to see that 
he needed more specialized educational assistance than the teacher of a large 
regular class could provide. Now mother is pleased with the change in Harry’s 
personality, as he has blossomed under the warmth of Miss Sullivan’s primary 
ungraded room, where 15 youngsters lose their fear of reading and find oppor- 
tunity for success at their own levels. When he is twelve he will transfer to 
an advanced ungraded center where a departmental program including 
appropriate shop experience will give him wider opportunities and where 
his teachers will begin to focus on preparing him for problems of community 
and job adjustment. If he does well there, he may have opportunity to attend 
a modified high school program for perhaps a year. Many of his classmates 
will remain in the ungraded division housed in an elementary school until 
they drop out of school. 


Truancy and other symptoms of maladjustment in the regular grades are 
problems every school must face. Frequency in certain schools, occasionally 
in any school, children will be found whose problems seem insoluble with the 
resources available to the regular school. Such pupils are given another chance 
in our day schools for the socially maladjusted. Here we reduce class mem- 
berships, add a variety of shops and other curricular opportunities, select 
teachers of proven ability in dealing with the most disturbed youngsters, and 
increase the staff of psychological, medical, and social workers available to 
focus their skills on a child’s problems. About 15 per cent of the pupils en- 
rolled will return successfully to regular grades, 20 per cent will “progress” 
to custodial institutions, and 65 per cent will complete their education in the 
special school. Records show that pupils in the social adjustment schools make 
significant gains in the skill subjects; improvement in social adjustment is 
harder to measure, but observers from the courts, the agencies, and the com- 
munity agree that significant achievements are made. 


Pupils who fail to respond to the program of the day school for social 
adjustment, and pupils who find their way into the courts for other reasons, 
may be committed to the Parental School. There they experience a period of 
clean, orderly living in cottage groups under the supervision of friendly cot- 
tage parents, with club and recreational programs, supplemented by psychi- 
atric, psychological, medical, and religious resources. Effective religious pro- 
grams are provided by Protestant and Catholic agencies according to the 
choice of the child's parents. All these, added to a school program emphasizing 
academic subjects, shop and agriculture for the boys, and personal grooming, 
household arts, and typing for the girls, start many potential delinquents on 
the road to wholesome home and community adjustment. Again evaluation 
is dificult; we know these youngsters gain weight and gain in reading and 
arithmetic skill; we know they become less tense and more responsive to 


human beings. 
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Recent MrrnororrraN TRrenps 


One step in planning for the future is careful reappraisal of the directions 
of recent changes. 


One trend is the extension of services to new groups. Classes for the severely 
mentally handicapped were initiated as part of a state-wide experimental 
Program two years ago, and are under careful evaluation. Homebound chil- 
dren were first served by one teacher in 1948; in 1955, 12 teachers are so 
employed. The schools for the physically handicapped have been accepting 
for trial placements children with more severe physical handicaps, including 
very difficult cerebral palsy cases, A class for mentally handicapped blind was 
opened in February 1955; other increases in provisions for pupils with two 
handicaps are under consideration. Hospital teaching has been extended to 
emotionally disturbed children in a psychiatric ward of a general hospital 
and in a special institution, 


500 during the past 12 years, Regular schools transfer fewer pupils to the 
social adjustment schools. Pregnant girls are no 


special, stigmatized class, but are rel 
various social agencies, and may be returned to regular schools later. 


Every child who can profit from education in 


th 1 des should 
be there. The line of demarcation be E 


tween a handicap that can be accom- 


reflects the increased skill of modern teachers in meeting varied needs within 
one room, and increased availability of Psychological, medical and social con- 
sultants to the regular staff. 


, However, this trend, toward regul 


training an 


a regula a ial language work for several 
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Thirdly, a trend toward closer integration of special programs with the rest 
of the school is clearly related to the trend to retain more pupils in the regular 
grades, Our two oldest schools for physically handicapped children are in 
separate buildings. Two others are remodeled sections within regular build- 
ings. Now on the drawing boards is a new school for physically handicapped 
children to replace one existing school, and to relieve overcrowding in an- 
other. It will have both handicapped and non-handicapped pupils; library, 
gymnasium, lunchroom, and auditorium facilities will be shared. This shar- 
ing will provide benefits in human relations to both the handicapped and the 
non-handicapped. 

Supplementing the work of the special schools for social adjustment is an 
expanding program of social adjustment centers, which are small classes for 
maladjusted youngsters in scattered elementary schools. 

Classes for the mentally handicapped are widely scattered in many regular 
schools. Recent years have seen increased participation of the special pupils 
in the assemblies, student councils, and other educational aspects of the 
school, Fewer schools dismiss special classes at a different hour or provide 
different recess periods to "prevent conflicts" or appease disturbed parents or 
parent groups. 

The blind and partially seeing are in fully integrated programs. The deaf 
are integrated in high school classes; in elementary schools so far integration 
has not been successful, although schools are endeavoring to provide increased 
contacts between deaf and hearing children in the upper grades. 


Lastly, a continuing, but marked. aspect, of the Chicago program is the 
interest of community and. professional groups in the special education pro- 
gram. As has been indicated, this is not new. Special education in Chicago 
owed its origins around 1900 to the determined pressures, the careful study, 
the generous financial support, and the intelligent proposals of devoted 
citizens. The trend continues as we enter the second half of the century, 
'The Chicago Hearing Society and the Illinois Society for Prevention of 
Blindness in 1950 spearheaded the drive and provided early financing for 
what is now an on-going vision and hearing survey, an integral part of the 
public school program. The Chicago Heart Association is now initiating an 
extensive vocational guidance service to cardiac pupils. The Council on the 
Educable Mentally Handicapped has focused the attention of medical and 
social experts on our ungraded program with fruitful results, particularly with 
regard to the vocational and medical problem of this group. The Illinois 
Society for the Crippled last year established a committee to plan a course 
for teachers of the physically handicapped; the chairman of their medical 
advisory board will offer that course under the auspices of Northwestern 
University. The parent-teacher movement, in the state and in the city has 
stepped up its interest in the exceptional child. An “Exceptional child chair- 
man” has been appointed in most local school units of the Parent-Teacher 
‘Association; a continuing educational program is provided for those chairmen 
by district and region chairmen; great interest has resulted. Committee of 
the Welfare of Metropolitan Chicago are scrutinizing the school program for 
the physically handicapped. Contributions of the social and professional 
groups and of influential individuals are too many to enumerate. 
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Recent STATE TRENDS 


A relatively recent trend is the rapid growth of special education in the 
state outside of Chicago, bringing increased state reimbursement and increased 
state activity in standard setting and in educational planning. Chicago's pro- 
gram antedates the state program and has not increased in size as a result of 
financial reimbursement for excess costs under progressively extended state 
legislation, except in speech correction, and small beginnings in provisions 
for the trainable mentally handicapped. 


There have, however, been other impacts on the Chicago program from the 
developing state program. Teacher training standards have been raised, for- 
malized, and adhered to more rigidly, most conspicuously in the speech ther- 
apy field. Other standards as to housing, equipment, curriculum, admission 
of pupils receive emphasis when incorporated in regulations of the state 
Department of Public Instruction, even though in large part the standards 
when established reflected existing practices in Chicago. Participation of 
Chicago staff members in the development of state standards has been stimu- 
lating, the visits of state supervisors have been helpful. 


Specific results of state programs were anticipated in the city’s relations 
with its suburbs. Chicago has always recognized a responsibility to accept 
suburban handicapped children provided the home community paid a share 
of the cost and no Chicago child was displaced. With state aid there have 
been steady increases in suburban provisions for the mentally and physically 
handicapped. Chicago therefore anticipated some decrease in requests for 
placement of suburban pupils. No decrease in actual numbers of applications 
has come about, perhaps because the growing state programs have made more 
school boards aware of their responsibilities to handicapped pupils and more 
willing to pay tuition to send them to Chicago classes. 


In the next few years our public school program may be more affected by 
the growth of facilities for exceptional children in parochial and other private 
schools. The Catholic and Lutheran schools of Chicago are developing facili- 
ties for the mentally handicapped, the deaf, and other groups. The public 
schools have not yet felt much relief from these programs perhaps because of 
long waiting lists, especially in the area of the mentally handicapped. Pressure 
for school placement for the deaf has eased somewhat. 


Recent NATIONAL TRENDS 


No local program develops in a vacuum. The trends noted in Chicago 
reflect national movements. The changes in thinking about segregation and 
integration, the interest in the severely handicapped and the multiply handi- 
capped are instances. Chicagoans keep alert to national movements and 
national thinking through many channels of professional interchange. There 
are changes in method and philosophy primarily originating in the educational 
profession; special education finds particularly important also many advances 
in medicine, psychology, and social work, even changing concepts of the 
meaning of democracy in American political life. No attempt is made in this 
brief resume to trace the national trends reflected in the Chicago picture: 


R00 


METROPOLITAN AREA PLANS 


the reader will easily recognize them. As a local area plans to meet the particu- 
lar needs of its own population, it must learn from the experience and knowl- 
edge accumulated in other geographical areas and other professional areas. 


Cnuciar PROBLEMS 


It is clear that there are many unsolved problems, many issues that need 
rethinking, in every aspect of special education. 


The adolescent mentally handicapped group urgently needs attention. 
We have at present a good program for these pupils until they reach the age 
of 16, but few facilities that can offer helpful training to these youngsters 
beyond that age. Our own experience shows, and our friends in the welfare 
agencies, the rehabilitation agencies, and the state employment service con- 
stantly remind us that it is the unusual handicapped child who can find or 
hold employment below the age of 18. We need a combined program of work 
and school that develops good work habits and teaches the skills of job and 
community adjustment, that allows a pupil to try out a job and return to 
school when that job does not work out. It should be a program housed in 
a school with the pupil's social age mates; it should bear little if any resem- 
blance to most current high school programs. We have been experimenting 
in may different patterns; a concentrated attack and a bold new program 
are indicated. 


Juvenile delinquency is not on the decrease. The community rightly or 
wrongly looks to the school system for answers. How can our special schools 
and classes do a more effective job? What special services or adaptations of 
curriculum, method, and administration might be helpful to the regular 
school? 


Housing of special education: Chicago like most of the nation has thus far 
been unable to keep up with the tremendous growth of the elementary school 
population. We are just completing a four-year fifty-million-dollar building 
program but still have ten thousand pupils on double shift, and a large 
number of outmoded school buildings. From the building program now being 
completed special education has benefited to the extent of one greatly needed 
building for physically handicapped children, some rehabilitation of the living 
quarters of the Parental School, and new Parental School quarters for girls. 

If the City of Chicago is sufficiently alert to the school building crisis, 
another bond issue may be authorized this spring. In anticipation of such an 
event, the needs of exceptional children are being studied on a city-wide basis. 
Plans are being made for relocation and for additional facilities. ‘Special edu- 
cation should serve the city more realistically than it has been able to do 
during the past decades, when special education had to be relegated to the 
space not desperately needed by the regular school, and areas of the city 
where special needs were most intense were left without facilities. 

Teacher recruitment is another crucial problem, except in the field of speech 
correction. Although the number of blind babies has been increasing, it has 
been impossible to find an adequate supply of teachers competent in Braille 
and in teaching the blind. Four additional classes for the blind were opened 


20 


FRANCES A. MULLEN 


in 1953 and one is'being added in February 1955. The Parents of the Blind 
and other organizations are offering teacher scholarships. Our supervisor of 
the blind has a small group of teachers in training under the auspices of the 
Chicago Teachers College. 


Staffing the 286 classes for the mentally handicapped is a constant problem, 
though several Chicago colleges and universities offer continuous training 
in this field and the number of vacancies has been decreased. 


A new salary scale, ranging from $3500 to $6750 depending on training 
and experience will, it is hoped, help Chicago recruit teachers in all phases 
of the school program. 


Preservice and in-service teacher training need much attention. The 
Chicago Teachers College, a part of the public school system, and our neigh- 
boring universities offer intermittently some of the most essential courses. 
We certify teachers who have good general backgrounds plus a minimum of 
scattered special courses. In most areas of special education the need for 
coherent organized sequences of training, offered as integral parts of continu- 
ing graduate programs staffed by competent, permanent faculty members en- 
gaged in research as well as training is very great. Such programs exist in 
Urbana and Bloomington. Adequate programs in a number of special fields 
should be developed in Chicago where half the special teachers of the state 
are employed. 


Curriculum planning has not been neglected in spite of the press of housing 
and staffing problems in recent years. Our teachers of the deaf organized a 
comprehensive course of language development in 1952; teacher committees 
in the mentally handicapped program with the cooperation of the Division of 
Curriculum Development, the Red Cross, and community representatives 
issued a course in home nursing for the mentally handicapped in 1953; news- 
letters carry exchange of ideas and suggestions between teachers in various 
fields; departmental meetings and ICEC meetings provide other stimuli to 
creative thinking and planning by teachers and administrators. Further work 
in curriculum development is desperately needed in many of the special fields. 


How Is PLANNING EFFECTED? 


Faced with these crucial problems and many others, needing both immedi- 
ate palliatives and long range planning, how does a large unwieldy metro- 
politan area achieve constructive planning, and insure acceptance and imple- 
mentation of developing programs? 


between schools must be developed. Newsletters, meetings, discussions, and 
visits can become effective if they are carried out in an atmosphere of mutual 
respect, understanding, and freedom, where honest criticism can be accepted 
and no suggestion is discarded without consideration. With the pressures 
local schools work, with time and dis- 
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tance barriers, this atmosphere is not easy to create and is easily disturbed. 
Here lies a crucial responsibility for all who hope to influence effective 
planning. 

2. Special Education must keep close to regular education. Thinking and 
planning and discussion going on with respect to a special program must 
involve and draw upon the help of many persons not directly responsible for 
the special group, including principals, district and assistant superintendents, 
specialists in art or home mechanics, and many others. This too is not easy 
to achieve. Every school worker is busy in his own area; it is not always easy 
to find the time to think about a problem for which one is not immediately 
responsible. Yet all activities in a great school system are closely interlocked; 
the success of any program depends on the understanding, cooperation, and 
support of many individuals. When slow development of an idea carries many 
persons along in the planning process and incorporates the fruits of their 
experience, sounder growth will result. 

3. Chicago is blessed with a. bewildering array of community resources. 
Men and women of international reputation in medicine, psychology, speech 
pathology, audiology, and social work, in industry, commerce, labor and 
government, have time and again demonstrated that they are available at a 
telephone call to sit down with school people for detailed exploration of per- 
plexing problems. Organizations interested in every conceivable type of 
handicapping condition, with emphases from the emotional to the scientific, 
abound. Welfare agencies, rehabilitation agenciés, hospitals, and clinics need 
our advice as much as we need theirs on our overlapping responsibilities for 
individual clients and for creative planning. Yet the very plethora of helpers 
presents its problems. A woman's club gets excited about one aspect of one 
problem and becomes a pressure group for a plan which does not fit into the 
overall picture. A men's luncheon club wants to do so much for one particular 
group of handicapped children as to perhaps have unfortunate psychological 
effects on the youngsters. A respected professional agency makes requests that 
amount almost to exploitation of a group of pupils for the fund raising needs 
of the organization. Physicians seeing a child only in an individual setting, 
and unaware of the reaction of that child in a group, or the pressures on the 


teacher in a regular grade, make recommendations that are unrealistic. Parents 


grasp at any rationalization which will stave off the necessity of full acceptance 


of the child's handicap. How can the energies, the good will, and the skills 
and knowledge of these different groups be harnessed into effective working 
relationships from which will emerge better services to exceptional children? 

Again the answer is not simple, but it is certainly not to be found in the 
closed door. Patient consultation and discussion will disabuse some of these 
people of their misconceptions. The educator must continue to be willing to 
study all criticisms, and to consider all suggestions no matter how contrary to 
current policy of the schools. Advisory committees and councils on a variety 
of levels, some acting as standing committees interested in a specific program, 


some as temporary groups to study an immediate problem, help to develop the 
in which progress is made. 


atmosphere of confidence and mutual respect 
4. Planning that is to result in action must be channeled and must be 


based on facts, not opinions. Each school and each class must study its own 
local situation, and state in written or in graphic form, the changes which 
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have taken place in its population, in the problems of its students. Detailed 
maps may show just where the needs are; graphs can show whether a 
program is gaining or losing in pupil enrollment, in pupil achievement, in 
teacher recruitment, in equipment, or whatever constitutes a problem. In a 
small system, it may be adequate to have such information in the teacher's, 
the principal's or the supervisor's mind. In a big system, such information 
must be systematized, and passed both up and down the line and should result 
in recommendations embodying the boldest and most creative thinking of all 
concerned. 

The schools of Chicago and the schools of the nation stand today at a cross- 
road. Never before has there been so much interest in the schools, so much 
bitter criticism, so much intelligent concern and support. To the extent that 
the schools of the nation fail to solve the problems of bringing effective educa- 
tional services to all children, we endanger the America we believe in, the 
democracy we cherish, and the happiness of the children we love! 

May we have the intelligence to analyze the criticisms, the courage to admit 
the failures of some of our pet ideas, the skill to help others understand the 
values of the ideas that have succeeded, and the imagination to plan boldly. 
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Children who have no handicapping disability, or who have one that does 


not interfere with or prevent them from participating in their regular life 


must be given special educational opportunities and helps, the features of 
Which are determined in each instance by the kind, severity, and number 


of his defects, deficiencies, and abilities. 


that are provided, especially in public schools in the larger cities throughout 


» bear eloquent testimony to the profound respect with 


which the individual is held and treated in our free society. These and other 


education, the “school should be brought to him” in his hospital, convalescent 


of handicapped child by a well planned sys 
bound’. 


» or his own home. Education js Provided this type 
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abilities. For this reason society in general and the administrators of educa- 
tional systems in particular, have a comparable responsibility to provide it. 
Such considerations as higher per capita costs and administrative difficulties 
and complications are of secondary importance. 


As the fundamental aim of special education is identical with that of educa- 
tion in general, it must be predicated first and foremost upon the basic objec- 
tives that pertain to all children. "These basic objectives that general and 
special education have in common include: helping each child develop his 
physical, mental, and moral potentialities to a maximum in order that he may 
acquire, improve, and preserve his total health, for the purpose of becoming 
an emotionally mature, morally motivated, integrated individual and at the 
same time, a worthy and contributing citizen. 


Modern Education may be defined as that which accepts as its responsibility 
the healthy development of the total personality of each child. However, 
children of any given chronological age differ greatly in their intellectual 
endowment, functioning capacities, emotional and social maturity, and 
physical health, and in the degree to which spiritual and moral values moti- 
vate and direct their behaviour. It follows, then, that before an educational 
program can be organized and effectively adapted to the particular needs and 
potentialities of each individual, the total child must be thoroughly known 
and understood. Although this simple but fundamental principle applies, 
or should apply, to the planning for the education of all children, its necessity 
is more apparent and consequently more easily recognized as an important first 
step in any plan to provide an educational program for children who have out- 
standing physical or mental defects or deficiencies. 


It is a truism, therefore, that to be successful, any educational program for 
handicapped children be predicated upon an accurate and complete knowledge 
of each child; this is obtained, as far as possible, from technical studies and 
scientific examinations. The acquisition of this necessary information, which 
is very extensive in scope, requires the services and contributions of individuals 
who are trained and experienced in various disciplines. As a result the 'teach- 
er' in any modern educational program, and therefore in all special programs, 
is no longer the individual, but a 'team' which consists of all those, who can 
or should contribute to the understanding and education of the child. This 
team of educators consists primarily of the child's parents, religious counsel- 
ors and classroom teacher; in addition, it may include a pediatrician, psychi- 
atrist, cardiologist, or other medical specialist; nurse, psychologist, school 
social worker; family, child, or health case worker; educational and vocational 
guidance counselor; recreational worker, etc. The number of individuals 
who will constitute the team will vary according to the specific needs of the 
child and the extent to which all the necessary helps are available and can 
be organized into this particular cooperative effort. However, the mere 
existence or availability of a relatively large number of professional personnel 
and services does not, of itself, necessarily make for team action or guarantee 
maximum benefits to the child. The optimum educational benefits are 
achieved only when all members of the team work together harmoniously and 
effectively for the realization of its common goal, — the total needs, best 
interests, and highest good of each child. 
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To be effective, this team work, requires that each member, must be willing 
and able to make the required adjustments in his previously held professional 
philosophy and practices, in order that they may be adapted to and integrated 
with the other and equally valuable contributions of his colleagues. 

Whether all of these various services are provided by the educational system, 
or whether some are provided by other community agencies, is of relatively 
minor significance. It is, however, very important that, in every instance, the 
proper means be provided for administering and coordinating them into a 
unified program. 

In New York City, for example, the administration and coordination of 
the special educational and service programs is, from the viewpoint of edu- 
cation, accomplished primarily by two administrative devices. First, the Di- 
vision of Child Welfare of the Board of Education, administered by an As- 
sociate Superintendent, was organized for the single purpose of coordinating, 
administering, and supervising the large number of special educational and 
service programs available in the Board of Education and which for the most 
part constitute the Division. Second, as the medical and nursing services to 
school children in New York City are provided by the Department of Health, 
a Coordinating Council on School Health has been organized. The regular 
membership of this council consists of the appropriate administrators who have 
been designated by the two agencies. However, when a problem arises in any 
aspect of a health or special education program, those concerned are asked 
to attend the meetings. For example, when the matter involves the education 
of the deaf, the appropriate specialist in the Department of Health and the 
Principal of the School for the Deaf of the Board of Education, neither of 
whom is a regular member of the council, are invited. If it seems desirable, 
a representative of some other community agency may also be invited to attend 
the Council's meeting and Participate in the deliberations. By this simple 
administrative device, many inter-agency conflicts are prevented, and those 
that do arise are readily solved to the satisfaction of all and to the maximum 
benefits of the children. 

If a request to conduct a survey or to provide some special service is made 
by an individual or agency representative, either to the Department of Health 
or the Board of Education, it is referred to the Coordinating Council on School 
Health for consideration, and a representative from the agency making the 
request is invited to attend the meeting and present his proposal. 

Both these agencies have joint responsibility for other programs presented 
to the Coordinating Council for consideration and approval or implementa- 
tion. 

Examples of these projects are the experimental testing of children with 
the Salk Vaccine; the X-Raying of all school personnel; the detection and 
care of youths who are users of narcotics; podiatric examinations of high 
school children. 

An instance of a practical administrative principle that can come out of 
this kind of joint partnership and planning is the policy in New York City 
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approved by the appropriate physician in-the Bureau for Physically Handi- 
capped of the Department of Health and sent to the appropriate Bureau in the 
Board of Education before the child is admitted. The educational personnel 
have exclusive responsibility during the period the child is in a special class 
or on homebound instruction for planning, providing and conducting the 
academic program that takes into consideration both the child's fundamental 
and special educational needs as well as the medical recommendations made 
by his physician. 

Another example of the value of such joint planning is evidenced in the 
procedure established for keeping personnel in both agencies informed in 
regard to policy changes. If a new policy is established, or a change is made 
in an existing one, usually on the recommendation of the Coordinating Coun- 
cil on School Health, notices are sent out simultaneously by the Commissioner 
of Health to the school doctors and nurses and by the Superintendent of 
Schools to the assistant superintendents, directors, principals and teachers. 
This simple administrative procedure has proved most beneficial in main- 
taining team play, mutual confidence, and good morale between the staffs of 
both agencies. It also contributes to the prevention or solution of misunder- 
standings and, by so doing, to the continuous improvement of the quality of 
health and educational services for handicapped children. 

The over-all administration and supervision of the various special educa- 
tional and service programs require also that active liaison relationships be 
maintained by the Division of Child Welfare not only with the Department 
of Health and all other activities in the educational system, but also with 
teacher training institutions and professional and lay organizations such as 
the New York Heart Association, the several Tuberculosis and Health Asso- 
ciations, Cancer Committees, Cerebral Palsy Associations, and Parent Groups 
such as the Parents’ Association of Homebound Children and the Association 
of Parents of Children in CRMD Classes (classes for children with retarded 
mental development), to mention only a few. This policy of maintaining and 
fostering favorable cooperative relationships with so many and varied com- 
munity agencies contributes a great deal to the administrative efficiency and 
functioning effectiveness of all these programs and constitutes one of the 
unique features of this type of education. By participating actively in delib- 
erations with members of other community organizations interested also in the 
education of handicapped children, school representatives are able to bring 
to these discussions a practical understanding of the special characteristics, 
needs, limitations, available facilities, and administrative requirements of 
the schools, At the same time, they help these agencies to increase the 
effectiveness of their own programs and to make greatly needed and valuable 
contributions to the schools. This broad and continuous program of partici- 
pation in community organizational planning for special educational programs 
demands a great deal of the administrator's time. However, our experience in 
New York City convinced us that the time given to these deliberations is more 
than justified in terms of the resulting goodwill toward and constructive 
assistance to the schools. 

All handicapped children have more characteristics in common with other 
children than they have differences. One important evidence of this is that 
the vast majority of them will ultimately take their places as members of 
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society and associate with people who are not handicapped, at least not in the 
same way that they are. Consequently, every effort should be made during 
the school career of the handicapped to have them receive their education, as 
far as is practicable, in regular school buildings with other children. In other 
words, children with special educational or health problems should not be 
segregated for any greater length of time than is absolutely necessary. It 
should be evident that if a child is eventually to take his place with others in 
the community, he must have experience and help in learning how to asso- 
ciate happily and constructively with them. This can be accomplished best by 
seeing to it that he is an integral part of his general community during 
the formative school years. 

In harmony with this principle, in New York City all classes for handi- 
capped children, with two exceptions, are organized in regular schools. The 
two exceptions are the programs for the deaf and the emotionally disturbed. 
The reason for these exceptions is that the very special and intensive prob- 
lems these children present, particularly during the early part of their educa- 
tion, require that the programs be conducted in highly specialized settings. 
However, as soon as these children have been benefited sufficiently from these 
programs so that they can maintain themselves with no or very little special 
help, they are returned to regular classes or to special classes in a regular 
school. Any special help that they still need in the regular school setting 
should, of course, be provided them. 

For maximum educational results and supervisory efficiency, two or more 
Classes should make up a special educational unit-organization in a regular 
school. The more special classes that can be organized in a school, which 


gram to the extent that their physical and mental conditions and the general 
school plant and program permit. 

ere is an unnecessarily wasteful expenditure of time out of the school 
day, and loss in his education that the handicapped child can ill afford to 
sustain, when he is required to 80 to a clinic or hospital for a special therapy. 
In this regular school setting, arrangements are made for the child to receive 
the therapies he needs to the extent that is possible with our existing staff. 
However, Up to the present, it has unfortunately not always been possible to 
provide in the regular schools all of the therapies these children require. It is 
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vided by itinerant speech teachers to children in both regular and special 
classes, provides this type of special assistance to a large proportion of children 
who require it, although unfortunately, due to staff limitation, it does not 
reach all of them. 

Without doubt one of the richest rewards that this broader kind of social 
experience with ‘all children’ brings to handicapped children who receive 
their education in a regular school environment, is the practical help they 
receive to minimize, if not completely eradicate, their feelings of 'being 
different' and, by so doing assist them in identifying themselves more readily 
and completely with other children. 

From the experiences gained by attending a regular school and associating 
with so-called ‘normal children’, they gain positive and convincing evidence 
that their handicapped condition does not and therefore should not set them 
apart from other children any more than do differences in height, weight or 
color of eyes. Consequently, when they leave school to take up their respon- 
sibilities in society, they should have fewer handicapping psychological 
impediments that would stand in the way of their making successful and 
satisfying personal, social and employment adjustments than if they had 
received their entire education in a completely segregated school setting. 
This goal of helping handicapped children to accept themselves as they really 
are, and not resentfully and unfairly to compare themselves with their fan- 
tasy ideal of what they should like to be, or with others who do not seem to 
have such patent and limiting handicaps as they do, is, without any question, 
one of the most valuable contributions that special education can make to 
these children. 

However, there are factors, or perhaps better, a constellation of conditions, 
that dictate that some handicapped children can best obtain the educational 
and medical therapies they need only in an institutional environment such 
as a resident school or hospital. Such considerations as the kind, severity and 
number of handicaps, the role of the family and especially its ability and 
willingness to help and make the necessary adjustments in its understanding 
of the child and how it can cooperate with the medical and educational people 
who are participating in the child’s program, and the number and kind of 
therapeutic and educational facilities that the community offers, may point to 
the resident school or the hospital as the setting where certain children can 
receive most help rather than living at home and attending a special clinic- 
school program. : 

Thus, children who are extremely handicapped physically and require 
such costly facilities as therapeutic pools, cannot be admitted to special class 
programs that are organized in the average regular school building. They 
should receive their clinic-educational help either in special school buildings 
or hospitals that are equipped for this purpose. 

The ultimate value of educational programs is enhanced greatly when 
children are admitted to special school at the youngest possible age. „The 
chronological and mental age of three is not too young for many physically 
handicapped children of at least average intellectual endowment, to start their 
education. Among other very desirable results that can be achieved by mak- 
ing educational provisions for very young children is that academic retardation 
can be reduced significantly and in some conditions completely eliminated. 
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There are several factors that make this possible, not the least valuable of 
which is socialization, which includes learning how to associate and live 
happily and constructively with other children and adults. These social 
experiences also help in great measure to accelerate emotional maturation 
and thereby reduce or prevent the development of infantile fixation which can 
become a more far-reaching handicapping force than the original physical or 
intellectual deficiency or defect. 

There is also the problem of providing the proper educational opportunities 
for children who have two or more major handicapping conditions. For 
example, if a child is both deaf and feebleminded, should he be placed in a 
program for the deaf and given, in addition, an educational program in har- 
mony with his permanent intellectual deficiency, or should he be placed in a 
program for the education of the feebleminded and through the help of an 
itinerant teacher be given lipreading and other special helps that deaf 
children need? There is, perhaps, no one answer and therefore no absolute 
criterion or rule based exclusively upon the co-existence of two or more handi- 
caps in a child, that can be applied for the most advantageous educational 
placement of all multiple handicapped children. To the hypothetical ques- 
tion asked above, unless there are some unusual reasons that indicate other- 
wise, we should place the child in the School for the Deaf. The reason is 
that we consider his deafness the major handicap from the viewpoint of edu- 
cation, and in New York City we have classes for mentally retarded children 
in our School for the Deaf. 

Each kind of special handicap presents its own particular problem and 
needs. It is not our purpose at this time to present a detailed analysis of the 


many instances when education js given under these conditions, it becomes 
a very helpful therapeutic as well as educational force. 

Although each special educational program has many elements in common 
with all other special programs, each one, nevertheless, has its own particular 
characteristics that set it apart from the others. The reason why all special 
educational Programs have common elements, even though the nature, num- 
ber and severity of the handicap represents wide differences, is that the 
common denominator is the child and not a handicap or lack of one. This is 


they have that is different, 


Tt must be accepted that the education of the t ild i 
: otal child h 
costly operation than is the teaching of Subject matter to children. For aa 


SPECIAL EDUCATION IN NEW YORK CITY 


parable reasons also, special education costs more per child than general edu- 
cation. However, the saving of individuals for themselves and for society as 
self-supporting, contented, loyal and contributing members of their com- 
munity rather than their becoming personally disgruntled, unhappy, despon- 
dent, hostile and incompetent people and social liabilities, more than justifies 
the educational cost. Whether or not the cost of special education is excessive 
can be determined by comparing it, not with the per capita costs of general 
education but with what it costs the community if the child with handicaps 
is denied the special helps he needs to make him personally competent and 
socially desirable. 

It is our belief that there is no one type of organization that should be 
provided or is best suited for all handicapped children or for all communities. 
What is most practical or what is all that can be provided in a given com- 
munity at a given time may not always be in harmony with one’s basic phil- 
osophy as to what constitutes the best setting for the best kind of education 
for specific types of handicapped children. What can be provided at a given 
time in any one community will be determined, in most instances perhaps, 
more by the facilities that are available or those that can be made available 
than by what is theoretically the most desirable for handicapped children. 
One has to be realistic, especially in initiating these programs, and not try to 
obtain- the impossible. Naturally, anyone interested in handicapped children 
wants nothing less than the ‘ideal’. However, it is administratively neces- 
sary, at times, to start at the level that one can and then continue to improve 
the program until the ideal, or as near the ideal as possible, is realized. 

It will be to the glorious credit of our American way of life when all chil- 
dren who can benefit, regardless of their needs, color, race, creed or extreme 
handicaps, receive an education that is best suited to each as an individual 
and as a contributing member of our free society. 
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The provision of adequate and equal educational opportunity for handi- 
capped children is but one aspect of a program which should include preven- 
tion, early case findin » accurate diagnosis, prompt and maximum treatment 
and rehabilitation, and vocational guidance. The magnitude of the problem 
of education of handicapped children is illustrated by the fact that, as of 
1948, 41 states had laws authorizing or requiring local school systems to pro- 
vide special educational services for one or more types of children deviating 
seriously from what are supposed to be normal physical, mental, or emotional 
characteristics, 

It has been conservatively estimated that in the United States there are 
between 4,000,000 and 5,000,000 children of school age who are so excep- 
tional as to need some adjustment in their school programs, if they are to 


city school systems,! The problem then is large. It is of vital importance to 
the children concerned and their families, to the health, medical, and 
educational professions, and to the community because of the large expendi- 


children may consist of the following: regular classes in public and private 
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*Reprinted from American Journal of Public Health, Vol. 44, No. 8, August, 1954 
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palsy; special separate day schools; special separate residential schools; educa- 
tional service provided for children in hospitals and convalescent institutions; 
and home instruction for the homebound group. 

Many of the educational programs now include similar services for pre- 
school children. In addition , it has been the usual custom to provide special 
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Type of Special Class 


Sight 
Cardiac Orthopedic Braille Conservation 
Estimated number of handicapped 
children in school 7,000-10,000 4,200 ? ? 
Number of special classes 45* 39* ** 12t 105+ 
Number of children registered 727 622** 105 1,334 
Average register per class 16.2 15.9 8.8 12.7 


Ratio of children in special 
class to: 
1. Total school population 10.5¢ 8.9¢ 12t 14.6¢ 
2. Estimated number of 
handicapped children Per cent Per cent 
in school 10.3-7.3 14.8 ? ? 


School population in 1951-1952 was as follows: 


Elementary schools 585,298 
693,660 

Junior high schools 108,362 

Academic hi, hool 166,234 
cademic high schools 209,547 

Vocational high schools 43,613 

Special 4,134 

Total 907,641 


* In elementary and junior high schools only 


00! 
Eala addition there yr special cerebral palsy classes with a total registration of 
100 ehildren 

transportation to school for those physically handicapped who otherwise might 

not find it possible to attend school. ^ 
Because of the size of the problem, the expense involved, the length of time 
special education services have existed, and the fact that there has been some 
lack of unanimous agreement on the relative values of special versus regular 
classes for handicapped children, this report is presented, using New York 
City data. We will attempt to discuss and answer certain basic questions: 
What is the extent of the problem in a local area? What are the costs in- 
volved in educating children in special classes? How appropriately from the 
medical viewpoint are children being placed in special classes? What are 
h viewpoint in the placement of children in 


the principles from a public healt t 
special classes? What are thought to be the advantages and disadvantages of 


the placement of children in regular versus special classes? 
p = 
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EXTENT OF THE PROBLEM 


Table 1 demonstrates the size of the special class populations in New York 
City public schools for the cardiac, orthopedic, braille, and sight conservation 
groups. The ratios of the children in the special classes to the total school 


TABLE 2—Companison or SPECIAL CLASSES AND CHILDREN IN THEM IN 
New York Crry—1938-1939 anp 1951-1952 


1938-1939 1951-1952 
Type of Special © Number of Number of Number of Number of 
Class Classes Children Classes Children 
Cardiac 88 2,025 45 727 
Orthopedic 123 2,423 39 622 
Sight conservation 91 1,633 105 1,334 
Braille 12 96 12 105 


population are 10.5, 8.9, 1.2, and 14.6 per 10,000 school children for the 
cardiac, orthopedic, braille, and sight conservation groups, respectively. The 
percentage in special classes of the total numbers of handicapped children are 
7-10 per cent for the cardiac group and 15 per cent for the orthopedic group. 
In addition, there were 318 cardiac children (3-5 per cent) and 781 ortho- 
pedically handicapped children (19 per cent) on home instruction. The num- 
bers of such children in hospitals and convalescent institutions during this 
same period are unknown. Thus, the great majority of children in school 
handicapped with cardiac, orthopedic, or visual problems are in the regular 
classes. The average number of children per special class ranges from 8.8 in 
the braille group to 16.2 in the cardiac group, compared with a citywide aver- 
age of 31.5 children per class, indicating that special classes are one-half to 
one-third the size of the regular classes in the public schools. 


A comparison of these data for 1951-1952 with similar data in the city for 
1938-1939 (Table 2) réveals significant decreases in all groups except the 
braille group, which increased in this 13-year period. The number of students 
per special class has also decreased in this period, except in the braille group. 
Whether these decreases are related to a decrease in the specific handicapping 
conditions in the general school population or to the placement of physically 
limited children in regular classes who previously were on the register of 
special classes, or both, is unknown. 


Wuat Are THE Costs INvor.vyEp? 


Table 3 shows the annual cost per pupil in the regular and special classes 
in New York City. The most costly classes are those provided for children 
who are blind or deaf, as would be expected. These cost data are based upon 
pedagogical salaries only and do not include the cost of supplies and special 
equipment. The cost of the classes per child increased over a 13-year period 
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approximately 50 per cent in all classes except at the School for the Deaf. 
Transportation is a separate costly item and increased in cost 231 per cent in 
this 13-year period. 


APPROPRIATENESS OF PLACEMENT OF CHILDREN IN SPECIAL CLASSES 


To date there have been very few reports on studies of the appropriateness 
of placement in special classes in schools. In 1940 and 1941 a series of 
studies of children in orthopedic and cardiac classes, and of children at the 
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Ratio of Cost in 
Special Class to 


1951- Per cent Regular Class 
Type of Class 1938 1952 Increase in 1951-1952 
Regular $150.00 $228.83 52 
Cardiac 262.82 389.96 49 1. 
Orthopedic 267.86 440.48 64 1.9 
Sight conservation 294.70 466.05 58 2.0 
Braille 515.26 778.60 51 34 
School for the Deaf 570.67 729.84 28 32 
Cost of transportation $ 45.00 $149.50 231 


special public school for the deaf, indicated that many of the children did not 
require placement in the special classes or in the special school. In Chicago 
a study was conducted in 1951 which showed that “many children had re- 
mained in a special school for many years after a mild attack of rheumatic 
fever which left little or no heart damage. Many were able to assume full 
and normal activity even though a heart murmur persisted." — 

Within the past two years in New York City special studies have been 
conducted jointly by the City Health Department and Board of Education 
on children currently placed in special cardiac, orthopedic, sight conservation, 
and braille classes. Because of the fact that New York City has 17 per cent of 
the children in the country's sight conservation classes, 15 per cent of the 
children in the country's braille classes, and 4 per cent of the children in the 
country’s orthopedic classes! any findings in the New York City group may 
be of significance to classes and programs elsewhere in the country. In 
each of the special studies at least one medical specialist in the respective 
medical specialty personally examined the children and reviewed the medical 
records of the children in the special classes." The samples covered in the 


"The medical aspects of these studies were conducted by the following personnel of 
the Bureau for Handicepped Children: Cardiologists: Adolph Berger, Stanley Greenfield, 
and Conrad Rosenberg; Orthopedic Surgeons: William Cooper and Victor Mayer; Oph- 
thalmologists: Samuel Lossef and Walter Schachat; Pediatricians: Myra Palmer and 
Helen Palmer and Helen Wallace; Public Health Nursing Consultant: Leah Hoenig. 
In addition, in the cardiac study, four of the five Cardiac Consultation Service Clinics 
of the Bureau for Handicapped Children, Department of Health, participated. 
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studies are shown in Table 4. The percentages of special classes included in 
the studies ranged from 10,5 Per cent to 64.4 per cent, and the percentages of 
children from 7.9 per cent to 31.4 per cent. 


CnurrpnEN IN Sici CONSERVATION AND BRAILLE CLASSES 


This study was conducted by the Bureau for Handicapped Children of 
the City Health Department with the cooperation of the Bureau of School 
Health from November, 1952 to January, 1953. The ophthalmological diag- 


Taste 4— CurrpnEN Stuprep rN Spectat Crasses iN Punric Scnoors 1N 
New York Crry—195]-1953 


Classes Children 
Type of Total Number Per cent S Tots] Number Per cent 
Special Class Number in Study inStudy Number in Study in Study 
Cardiac 45 29 64.4 727 74 10.2 
Orthopedic 39 9 23.1 622 49 7.9 
Sight conservation 105 1 10.5 1,334 149 11.1 
Braille 12 4 33.3 105 33 314 


(9 per cent), most of which were central choroiditis; congenital nystagmus (8 
per cent); congenital cataracts (7 Per cent); and amblyopia for occlusion (6 
per cent). Together, these five diagnoses account for 75 per cent of all the 
probable causes. In the sight conservation group, these same five diagnoses 
are the important ones, accounting for 83 per cent of all the probable causes. 
In the braille group the greatest probable causes for placement were diseases 


York City in 1952 is similar to that reported by Kerby for the United 
States.9.10 


For the entire group of 182 children included in the study, a minimum 
of 58 G19 Per cent) did not require this type of placement on the basis of 
medical criteria (Table 6). Furthermore, of the entire group of 58 children 


inappropriately placed, there were 
a decision concerning 
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Tasrr 5—PnonsAsnLE DracNosis ACCOUNTING FOR PLACEMENT 


Sight 
Diagnosis Total Number Conservation Braille 
1. Refractive errors 89 
A. Myopia 73 70 3 
B. Myopic astigmatism 14 14 
C. Hyperopia 2 2 
2. Diseases of choroid and retina 17 
A. Disseminated choroiditis 1 1 
B. Central choroiditis 9 5 4 
C. Hereditary macular degeneration 3 2 
D. Macular degeneration 2 2 1 
E. Coloboma of macula 1 H 
F. Retinitis pigmentosa 1 1 
3. Congenital nystagmus 16 15 1 
4. Congenital cataracts 14 9 5 
5. Amblyopia for occlusion 12 12 
6. Optic atrophy 7 
A. Primary 4 2 2 
B. Secondary to brain tumor 2 2 
C. Secondary to craniostenosis 1 1 
7. Albinism 7 
A. Complete 5 5 
B. Partial 2 2 
8. Glaucoma 4 
A. Congenital 3 2 1 
B. Secondary 1 I 
9. Retrolental fibroplasia 4 4 
10. Congenital amblyopia 4 4 
ll. Esotropia 3 3 
12. Microphthalmus 3 1 2 
13. Retinoblastoma 3 : 2 
14. Corneal disease 3 
A. Leucoma H 1 
B. Nodular dystrophy 1 1 
C. Interstitial keratitis 1 1 
15. Detachment of retina 2 1 
16. Uveitis 1 1 
17. Atrophic globes 1 1 
18. Hurler's disease 1 1 
19. Ophthalmia neonatorum 1 1 
20. Exotropia 1 1 
21. No diagnosis 3 2 oi} 
196 * 156 40 


Total 


*Fourteen children had 2 diagnoses (7 in sight conservation and 7 braille classes) of 


such major importance that it was impossible to determine which was the primary cause 


of special class placement. 
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Of the 58 children inappropriately placed at the time of the study, 54 in 
sight conservation classes belonged in regular classes, three in braille class 
belonged in sight conservation class, and one in sight conservation class be- 
longed in braille class in the school system. Thus, 57 of the 58 children were 
overplaced and one underplaced. 

The period of inappropriate placement is shown in Table 7. For the 
entire group of 58 children inappropriately placed whose period of inappro- 
priate placement was known, the period of inappropriate placement was 1,283 
calendar months, or an average of 23.3 calendar months per child inappropri- 
ately placed. The longest period of inappropriate placement was 74 calen- 
dar months for a child in braille class in high school. 

For the entire group of 182 children studied, the medical agency is shown 
in Table 8. In the groups where the numbers are large enough to have 
statistical significance, the medical agent with the lowest percentage of inap- 
propriate placement is the qualified ophthalmologist (17.0 per cent), with the 
accredited hospital second (28.6 per cent), and the Bureau for Handicapped 
Children's Eye Clinics third (43.8 per cent). 


TABLE 6—A»rnoPRIATENESS OF PLACEMENT OF CHILDREN IN 
Sicur CONSERVATION AND BRAILLE CLASSES 


Minimum Per cent 


Not Inappropriately 
Type of Grade and Class Totals Appropriate Appropriate Unknown Placed 
Sight Conservation 
Elementary and junior 
high school 115 58 43 14 37.4 
High school 34 18 12 4 35.3 
Braille 
Elementary and junior 
high school 17 17 a " 0.0 
High school 16 12 3 1 18.8 
"Total 182 105 58 19 31.9 
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This study!! was conducted in 1951 by the Bureau of Educational Research 
of the New York City Board of Education with the cooperation and assistance 
of the City Health Department and the New York Heart Association. The 
significant medical findings of the 74 study children in the eighth grade in 
special cardiac classes are demonstrated in Table 9. Of the 74 children, three 
(4.1 per cent) were found to have no heart disease; 21 (28.4 per cent) were 
found to have possible and potential heart disease (patients in whom the 
symptoms or signs, though suggestive of heart disease, do not justify a definite 
diagnosis and from Whom a history of an etiological factor which might cause 
heart disease is obtained); and 50 children (67.5 per cent) were found to have 
organic heart disease. Of the 50 children with organic heart disease, 37 had 
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rheumatic heart disease, and 13 had congenital heart disease. Of the 50 
children with organic heart disease, two were given A status (no limitation of 
physical activity) and 39 were placed in Class B (permitted to engage in all 
physical activities save violent competitive sports). Thus, 41 of the organic 
group, three noncardiacs, and 21 with possible potential heart disease (total of 
87.9 per cent) probably did not require placement in the special classes on the 
basis of medical criteria. It is recognized, however, that for some of these 
children a limited period in special classes may assist in educational rehabil- 
itation for instructional losses and in psychological rehabilitation for mental 
health losses caused by illness. Of the remaining nine children with organic 
heart disease, significant restriction was indicated for them; they included two 
children with tetralogy of Fallot, one child with interventricular septal defect, 
three children with rheumatic heart disease with marked cardiac enlargement, 
and three with organic disease who had had active rheumatic fever less than 
one year prior to the examination (Table 9). 

In a subsequent smaller study in 1952 conducted? on all 19 children in two 
cardiac classes in an elementary school in Queens, six were over-restricted (32 


TABLE 7—Pznrop or INAPPROPRIATE PLACEMENT IN 
Sicut CONSERVATION AND BRAILLE CLASSES 


MM 


Sight Conservation Braille 
eed eS COO, 
Elementary Elementary p 
Period and Junior High and Junior High 
Months High School School High School ^ School 
Under 6 6 
6-11 10 3 
12-17 6 1 
18-23 7 1 
24-29 1 
30-35 5 1 
36-41 4 2 
42-47 1 
48-53 1 1 
54-59 1 1 
60-65 
66-71 1 
72-77 1 1 
Number of children 
inappropriately placed 40* 12 s 3 
Number of months of in- 
appropriate placement 701 412 a 170 
Average 17.5 34.3 iS 56.7 


ieee TET T an N 
* In addition there were three children of unknown duration 
ciently restricted; 12 children (63 


e 19 children, 13 had rheumatic 
and one had no heart disease. 


per cent) and one (5 per cent) was insuffi 
per cent) were appropriately placed. O£ th 
heart disease, five had congenital heart disease, 
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CHILDREN IN ORTHOPEDIC CLASSES 


This study* was conducted by the Bureau of Educational Research of the 
New York City Board of Education with the cooperation and assistance of the 
City Health Department in 1952. The significant medical findings of the 49 
study children in the eighth grade in special orthopedic classes are sum- 
marized in Tables 10 and 11. Thirty-one per cent of the children were found 
to be inappropriately placed, all in the direction of overplacement, i.e., they 
should have been in regular classes. The different types of medical treatment 
agencies made no difference in the appropriateness of class placement, While 
the numbers are small, the diagnostic condition seemed to be a factor in 
appropriateness of placement (Table 11). Of the 49 children, 18 had un- 
limited ability to climb stairs, three could climb three flights of stairs, 12 
could climb two flights of stairs, 12 could climb one flight of stairs, and four 
could climb no stairs; thus 93 per cent could climb at least one flight of stairs. 

In another study? in 1952 conducted on all 25 children in two orthopedic 
classes in one elementary school in Queens, nine (36 per cent) were ap- 
propriately placed; six (24 per cent) belonged in a class for mentally retarded 
children; five (20 per cent) belonged in regular class; for the five remaining 
children, no decision could be made because of the need for psychometric 
testing in four, and a hearing evaluation in one. 


Some PRINCIPLES IN THE PLACEMENT OF CHILDREN IN SPECIAL CLASSES 


If special classes for handicapped children are to be maintained within 
the regular schools, it would seem desirable to establish certain principles 
under which they might operate for the maximum benefit of the children, 
their families, and the community as a whole. Most physically handicapped 
children will, upon reaching maturity, participate in the life of a community. 
Child life lived apart from normal children is not considered to be conductive 
to the development of the personality traits necessary for a shared social life. 
In so far as is possible, handicapped children should participate in the normal 
school activities. It is not enough to know that a child has a visual, cardiac, 
hearing, or orthopedic handicap; one also must know the degree, plus his 
social and psychological adjustment. The special classes should recognize the 
differences in children's needs, abilities, and interests, and the necessity for 
directing them toward ultimate adult adjustments compatible with their ca- 
pacities. Modifications of the school program should not necessarily follow 
any standard pattern, but should be individualized in terms of the changing 
needs of individual children. Placement in a special class may be desirable at 
one time and unnecessary at another. The primary objective should be to re- 
turn as many children as possible to regular classes in as short a time as 
possible. Vocational guidance, recreational activities, and a stimulating gen- 
eral educational program, with participation in many of the activities of 
normal children, can do much to safeguard the child against acquiring unde- 
sirable habits and attitudes. 

The specific principles may be briefly summarized as follows: Special classes 
should be provided for those children who need them and who otherwise 
would not be able to attend school; special classes should provide the neces- 
sary services essential to meet the individual needs of the children in them; 
medical criteria should be established by medical experts for the admission 
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TABLE 8—ANArvsis OF MEDICAL AGENCY AND APPROPRIATENESS OF PLACEMENT OF 
CHILDREN IN SICHT CONSERVATION AND BRAILLE CLASSES 


Inappropriately Placed 

eA ara cr ra t A 

Medical Agency Total Number Number Per cent 
DHEC 64 28 43.8 
Qualified ophthalmologist 47 8 17.0 
Accredited hospital 28 8 28.6 
Optometrist 12 4 33.3 
DHEC and optometrist 5 1 20.0 
Nonaccredited hospital 5 2 40.0 
DHEC and qualified ophthalmologist 4 2 50.0 
Partly qualified ophthalmologist 4 2 50.0 
DHEC and nonaccredited hospital 3 2 66.7 
Accredited hospital and optometrist 2 1 50.0 
" i “ qualified ophthalmologist 1 0 0.0 
Qualified ophthalmologist and optometrist 1 0 0.0 
Neurologist 1 0 0.0 
Unknown 5 0 0.0 

Unknown — O M EARS RES eal 
"Totals 182 58 31.9 
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Definitions 

1. DHEC—Department of Health Eye Clinic 

2. Qualified Ophthalmologist—A physician who is a diplomat of the American Board. 
of Ophthalmology or who is an associate attending or better on the staff of a hospital 
approved by the American Medical Association for residency training in ophthal- 
mology 

3. Accredited Hospital—A hospital approved by the Council on Medical Education and 
Hospitals of the American Medical Association for residency training in ophthal- 


mology à 
4. Partly Qualified Ophthalmologist—A physician who does not meet the qualifications 
of (2) above, but who has a rating of specialist in ophthalmology by the Workmen s 
Compensation Board and who has a rank lower than that of associate attending on 
the staff of a hospital approved by the American Medical Association for residency in 


ophthalmology. 


TABLE 9—Funcrionat AND THERAPEUTIC CLASSIFICATION* or Srupy CHILDREN 
BY AGE 
Possible and Organic Heart Disease 
Non- Potential Heart eal 
Age cardiac Disease IA IB IC HB IC HE Total 
11 0 0 0 1 0 0 0 0 T 
12 1 0 0 0 1 2 1 0 5 
13 1 1 1 6 0 10 1 1 31 
14 1 8 1 1 3 2 2 0 y 
15 0 0 0 3 0 3 0 0 é 
16 0 2 0 0 0 1 0 : e 
Total 3 2t 2.2 d IB 4 uf 
Per cent of Si 
"Total 4.1 28.4 27 284 54 243 5.4 13 100.0 


* Based on the Classification adopted by the New York Heart Association!? : 
t Include 13 children with potential heart disease and eight children with possible 


and potential heart disease 
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to, renewal of, and discharge from placement in special classes in order to 
serve as a general guide for physicians responsible for the care of handicapped 
children; children should be placed in special classes and their placement re- 
newed only upon the recommendation of qualified medical specialists, and 
should remain under the guidance of well trained personnel in the various 
categories concerned, and with little or no segregation of children placed in 
the special classes. This principle is of major importance if children are to be 
given their opportunity of normal Psychological growth and development. 
There should be a good record system to provide adequate data on each child's 
physical progress and emotional adjustment, and there should be easily acces- 
sible physical facilities for easy mobility of the children. 


ADVANTAGES, DISADVANTAGES, AND VALUES OF Srxciar. CLASSES 


Very few studies of a factual, objective nature have been performed to 
analyze the value of the special classes to the children in them. This lack of 
studies is surprising in view of the large numbers of children involved, the 
large amounts of funds expended, and the length of time special classes have 
been in operation. In 1916 in New York City the Association for the Pre- 
vention and Relief of Heart Disease studied the problem for a three-year 
period and in 1923 recommended that the segregated classes for children with 
rheumatic fever or heart disease be abolished, as they were considered unneces- 

TABLE 10—APPROPRIATENESS oF PLACEMENT AND MEDICAL TREATMENT AGENCY — 
CHILDREN IN ORTHOPEDIC CLASSES 


Appropriate Placement Inappropriate Placement Total 


Type of Medical 
Treatment Agency Number Per cent Number Percent Number Percent 
Private physicians 9 69.2 4 30.8 13 100.0 
Orthopedic surgeons 4 80.0 1 20.0 5 100.0 
Other than 
orthopedic surgeons 5 62.5 3 37.5 8 100.0 
Hospital clinics 25 69.4 11 30.6 36 100.0 
With approved ortho- 
pedic residency 24 70.6 10 29.4 34 100.0 
Without approved or- 
thopedic residency 1 50.0 1 50.0 2 100.0 
Total 34 69.4 15 30.6 49 100.0 


Segregation is necessary, or whether they can be adequately cared for in regu- 
lar classes.!* In 1953 a report by Nebelung!*15 in the San Francisco public 
schools describes the results of a study to attempt to answer the same question 
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for the rheumatic fever and cardiac group. This report states that "despite 
the failure of either the health class or regular class to demonstrate a superior 
rate of growth in the majority of the years studied, the tendency favored the 
health class," although the differences are not statistically significant. Place- 
ment in a health class was more conducive for the child to work at or above 
his mental ability than in a regular class environment, even though the 
regular class group had more gifted and less mentally retarded children in 
terms of native ability. 

The potential advantages of special classes for handicapped children in the 
public day schools are these: There is opportunity for more concentrated ob- 
servation and supervision of the children by physicians, nurses, and teachers. 
There is opportunity for easier administration of special services, such as the 
use of physical therapists for children with orthopedic handicaps, or the con- 
trol of upper respiratory infections in classes with children who have had 
rheumatic fever. There is opportunity to concentrate services more easily in 
the fields of rehabilitation, and the emotional and vocational aspects. The 
special classes have a smaller census, providing opportunity for more indi- 


TABLE l I —ÅPPROPRIATENESS OF PLACEMENT AND DrAGNOSIS 
CHILDREN IN ORTHOPEDIC CLASSES 


iatel Inappropriatel 
asa ger soc oru] 

Diagnostic Group Number Percent Number Percent Number Per cent 
Cerebral palsy 17 94.4 1 8.6 18 100.0 
Poliomyelitis 14 77.7 4 23.3 18 100.0 
Congenital dislocation 

of hip 3 60.0 2 40.0 5 1000 
Slipped epiphysis 2 66.7 1 33.3 3 1000 
Muscular dystrophy 2 100.0 0 0.0 2 100.0 
Infection 1 33.3 2 66.7 3 100.0 

Tuberculosis of bone 1 50.0 1 50.0 2 100.0 

Osteomyelitis 0 0.0 1 100.0 1 100.0 
Trauma 1 33.3 2 667 3 100.0 

Atrophic limb 0 0.0 1 100.0 1 100.0 

Amputation 1 100.0 *5 0.0 1 100.0 

Fracture. ankle 0 0.0 1 100.0 1 100.0 
Miscellaneous* 3 50.0 3 50.0 6 100.0 
Total 3 69.4 15 30.6 49 1000 


* Composed one each of arthritis of spine, arthritis of hip, scoliosis, Perthes' disease, 
coxa vara, cavus foot. 


vidual attention and making it potentially easier to modify the regime to 
meet the needs of the individua] child. If special classes were not provided, 
some children might not be ablé to attend school who are now able to do so. 
There is opportunity to collect data on morbidity, or the prevalence of handi- 
capping conditions of moderate to severe degree among children in school. 
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The potential disadvantages of special classes and the problems related to 
them can be summarized. Segregation is a serious problem because of two fac- 
tors. First, there is the potential adverse psychological effect on the handi- 
capped child and the limited opportunity for normal children to observe and 
realize the capabilities of the handicapped group and to develop some better 
understanding of them. Second, because of the pattern of concentrating 
special classes in a small number of schools, children in them must attend 
school at some distance from their home. This means longer time spent by the 
handicapped child in travel to and from school, possible increase in the cost of 
transportation for the handicapped child, and less opportunity for the 
handicapped child to attend the same schools as normal children with whom 
he might play in his own neighborhood. 

There is also the problem of the wide age span and the wide range of edu- 
cational ability in the special classes with the possibility that this might not be 
conducive to the best education of the handicapped child. In addition, there is 
the problem of inappropriate placement in special classes and sometimes diff- 
culties in transferring children in and out of them, with the possibility that in 
a large school system some children may be "lost forever." 

The cost of education of children in special classes is higher than in regular 
classes without much scientific objective evidence of some of the special 
classes’ value to the children in them. Special health classes have a tendency 
at present to become a wastebasket for some children in a school who are 
thought to be socially unacceptable or mentally retarded. This, however, 
reflects the general need for additional adequate community services for both 
of these latter groups of children. Finally, there is a possibility that by placing 
handicapped children in a special classroom two undesirable results may 
occur: the segregated handicapped group may be relatively neglected by the 
general educational and school health services, and the handicapped group in 
the special classes may receive all or most of the services, to the detriment of 
the normal or mildly handicapped groups in the regular classes. 


SuccEsrp PATTERN AND Next STEPS 


It is likely that, with our current knowled: ial cl in th blic 
M ge, special classes in the publi 
achoa for the blind, deaf, and mentally retarded groups of children should be 
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use of special sight conservation classes contributed anything to the conserva- 
tion of sight. 

For other types of physically handicapped children, it is suggested that any 
school have one room where children with any of health problem requir- 
ing modification of the school program may be placed temporarily. "This 
should be looked upon as a highly flexible and fluid plan with easy and quick 
movement in and out. 

Ideally, the regular classes should be smaller in registration and public 
schools should be one-story buildings or at least have elevators and ramps and 
easily accessible necessary physical facilities. It is possible that some of the 
problems in the education of handicapped children in schools are man-made, 
due to lack of foresight in planning adequate physical plants and facilities. 

It is finally recommended that a series of carefully planned studies be 
made of the education of handicapped children in special versus regular 
classes in order to attempt to secure some final answers to this somewhat 
controversial and highly important subject. 
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THE DEVELOPMENT OF INSTRUCTIONAL 
MATERIALS FOR SPECIAL EDUCATION 
IN A CITY SYSTEM 


HERMAN R. GOLDBERG 


Because of the expansion of educational programs for exceptional children 
during the past decade, the total responsibility facing administrators of special 
education programs in city school systems is larger and more complex than 


istrator's responsibility includes effort in four major directions—community 
service, improvement of instruction in Various areas of special education, 
recruitment, and in-service training of personnel, and general administration of 
the department, including finances, supplies, equipment and special educa- 
tion modifications in school housing. 


RESPONSIBILITIES AND PROBLEMS 


But special education administrators do not stand alone in all these prob- 
lems. They take their place along with the administrators and supervisors 
of other areas of education and contribute to the solution of many common 
school problems. Peculiar to special education, however, are many problems 
not related solely to increased school enrollment or changing emphasis in 
curriculum. Many of those which can only be described briefly here become 


have to precede allocation of time for giving leadership to programs of devel- 
opment of instructional materials are the following: 
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l. Administration and Supervision of the department, including intake, 
maintenance of registers, transfers and individual pupil, parent and teacher 
problems, relationships with psychological services, school social work and 
medical services of the Health Bureau, the Courts, and probation de- 
partments. 

2. Service on Local Superintendent's Committees, American Education 
Week, Cumulative Records Revision, General Curriculum and Instruc- 
tional Materials, etc. 

3. Community Service, including Community Chest, Red Cross, Civilian 
Defense, and other official, voluntary, fraternal, and philanthropic organ- 
izations, and agencies. 

4. Research in Special Education. 


A director of special education is in a strategic situation to assist in the pro- 
grams of activities of many local agencies and organizations, including those 
with official, voluntary, fraternal, or philanthropic status. Because the special 
education administrator approaches many of the problems facing these agen- 
cies with a manner not charged with emotion, he is often able to help parents 
of exceptional children strike the balance between parent ambition and the 
pupil's limitations. To many of these organizations, the director will repre- 
sent the public school system and will be called upon to interpret the total 
school program. Often these cooperative efforts of the director are carried to 
the point of serving as active contributing member on boards of directors or 
committees of these related agencies and organizations. Directors of special 
education are also frequently called upon to participate in public relations 
programs of the schools and are asked to prepare and participate in radio and 
TV programs and to prepare news releases and brochures and special reports. 


A director of special education is also frequently called upon to participate 
in the preparation of professional articles, monographs, and texts for use by 
educators as well as the lay public. It is also expected that directors should be 
able to discover among their staff members those who can write meaningfully 
and succinctly, and must take the responsibility for encouraging staff members 
to participate in such projects. In addition to cooperation with local agencies, 
as described above, the director of special education of a local school system 
may be called upon to participate in conferences, forums, and institutes spon- 
sored by local, state, and national agencies for similar or contemporary goals. 
Recent years have seen rapid growth in the number of private agencies inter- 
ested in the exceptional child. The early goal of many of these groups was 
public information, thus creating a general awareness of the problem. The 
emphasis in the second phase of their operations was on raising of necessary 
funds. More recently, there has been the rapid growth of pilot or demonstra- 
tion programs supported wholly or in part by these private agencies. It seems 
strongly indicated then that special education administrators should allocate 
some time to helping such groups through the influence they can exert 
through Board membership or active participation on key committees. 


Since many directors of special education in local school systems have more 
than full time jobs carrying on the daily service functions of their depart- 
ments, they have had little time for research activities. They are often. called 
upon to cooperate with colleges and universities and to provide some assistance 
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for graduate students engaged in research. In addition to this type of assist- 
ance, some administrators of special education in local school systems are 
initiating and completing their own studies and are providing encouragement 
and guidance for their staff members to do the same. 

In addition, special education administrators are often required to prepare 
over-all budgets, cost sheets, and annual reports requiring understanding of 
financial matters. This includes an awareness of subsidies available through 
state budgets and reimbursement plans, as well as a general knowledge of 
transportation and city routing problems. 

Perhaps the most crucial of all responsibilities for a director of special edu- 
cation lies in recruitment of candidates for teaching special education classes 
and in the contribution that can be made in the selection process of effective 
teachers. In many cities, directors of special education share in the teaching 
of extension courses to teacher candidates. The practical experience and wide 
knowledge attained by these specialists in the various fields of the exceptional 
can contribute significantly to effective teacher preparation and performance. 
From time to time, too, depending upon local conditions and variations in our 
national and local economy, directors of special education are drawn into serv- 
ice related to juvenile delinquency, the employment of the handicapped, and 
other over-all rehabilitation problems. 


STAFF DEVELOPMENT OF INSTRUCTIONAL MATERIALS 
For SPECIAL EDUCATION 


In recent years members of central office staffs of local school systems have 
taken a broader look at their responsibility and true function. And perhaps 
this broader look can be characterized by the frequent change of the title 
‘Supervisor’ to ‘Consultant’. More and more this gradual change has required 
that central office staff be chosen with the view toward assigning those people 
who have had a broad background of training and experience in education and 
who can see their roles as consultants in curriculum and instructional materials 
of the special area rather than as specialists in the subject matter area. In 
addition, the present day function of central office staff includes both that 
of initiating curriculum and of assisting programs already underway. 

Before jumping in headlong and starting an extensive program of produc- 
tion of materials for instruction, staff members of a special education depart- 
ment should realize that sometimes it is more practical to obtain the materials 
or devices from other sources rather than to produce them themselves. The 
question of whether to produce your own materials, to adapt materials already 
at hand, or to buy new materials revolves on three factors: (1) the learning 
value of the materials required, (2) the availability of suitable materials, 
(3) the cost of new materials. 

A local school system should not undertake the production of new materials 
of instruction before asking the following questions: 

1. Will e material make a direct contribution to the instructional pro- 

gram 

2. Will the material really make the understanding of new or basic con- 

cepts earlier or quicker? 

3. Will the materials be an in-service training activity for the teacher? 
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4. Will the material be better for the pupils' use than any other materials 

available? 

5. Will the cost in both time and energy be less than the cost of comparable 

purchased material? 

If, on the basis of the above criteria, the answers are in the affirmative, 
local production of instructional materials had better get underway. If the 
staff feels that the materials on hand are satisfactory or that materials could 
better be obtained from commerical sources, then no attempt to produce 
learning aids should be made. In screening available materials, departments 
of special education in local school systems should work closely with the 
department of instructional materials in its own school system. 

More and more, departments formerly devoted to audio-visual materials, 
per se, are growing to include the broader function of evaluating all instruc- 
tional materials. The skills and resources of such a department should not be 
by-passed in working toward the decision whether or not it is feasible for a 
local department to begin a project. It has been said by many audio-visual 
specialists that 
too frequently they are recognized by their skill in threading a projector or teaching others 


how to thread the same, rather than for their ability to communicate ideas. They are 
called upon to solve a room darkening problem more often than a problem of bringing 


enlightenment to those who need it.! 
The separateness of audio-visual materials is tending to disappear. They are 
no longer isolated. 

There should be integrated selection, distribution, and use of all materials 
of instruction, including the printed word. Definitions of instructional ma- 
terials occasionally have caused confusion. The broadest definition seems to be 
that instructional materials include anything which contributes to the learn- 
ing process. In its broadest sense, this would include all environmental 
materials, too. It is generally recognized that the classroom and the school, 
together with their environs, including all the inanimate and animate resources 
of the community, offer a fertile field for enterprising teachers to find and put 
into use more worthwhile aids to instruction. The selection and use of envi- 
ronmental materials should include as broad a range of things, places, processes, 
and people as situations permit. One guiding principal in selection is that the 
experience should be as real and as much in its natural setting as is feasible 
under existing circumstances. The hit-or-miss approach to the study of in- 
structional materials in the environment must be avoided, and can be when 
specific goals are set up in advance. The sources and variety of equipment 
and materials are limited only by the creative imagination of consultants, 


teachers and pupils. 


How ro Deveop TEACHER COMPETENCE IN PROVIDING MATERIALS 


The pre-service education of teachers actually begins early in life; it has 
its setting in the classroom of the public schools. If present or future teachers 
have had a more limited pattern of pupil services themselves, the cycle of 
uninspired teaching goes on like an endless chain. Teacher education insti- 
tutions and leaders in public school systems will mutually profit by coopera- 


tive planning in which specific procedures in creation of instructional materi- 
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als will meet part of the total educational planning. In addition, there should 
be in-service education in this area for more experienced teachers and those 
needing help. In discussing the role of courses in instructional materials’ 
production on the teacher training levels, it is often suggested that at least 
three basic courses in production should be offered as electives to supplement 
the introductory course in audio-visual methods and materials. These would. 
include: 

l. A course in the preparation of graphic materials such as mimeograph 
and liquid stencils, construction of models, use of wood, metal, plaster, 
plastics, bulletin boards, posters, exhibits, dioramas, etc. 

2. A course in elementary photography specifically set up for classroom 
teachers emphasizing use of photography in producing material for the 
classroom. This course should teach two basic skills, the ability to take 
good pictures and the ability to make photographic copies of materials 
useful in teaching. Many teachers find this skill particularly helpful in 
the construction of personalized readers and other charts which bring 
learning experiences very close to the child’s family and community. 

3. A basic course in production of instructional materials involving the 
printed word. This would include workshops or other types of courses 
where teachers get actual practice in creating and developing reading 
materials at three ability levels for use by the mentally retarded, and a 
variety of adapted reading materials for other types of exceptional 
children. 

The first step, of course, is establishing a basic plan for concretely deciding 

upon those experiences which lead to maximum pupil growth and develop- 
ment, and upon materials that can help reach that goal. 


How THE ApMinistraTor CONTRIBUTES TO LEADERSHIP 
IN THE BUILDING or INSTRUCTIONAL MATERIALS 


There have always been two theories of administrative leadership; one 
based on command and observation, the other on example and participation. 
The success of many ventures is characterized by the latter, by the kind of 
leadership that takes off its coat and gets things done by doing them along 
with others. 

While a scholarly study of the ‘perspiration’ required for success has never 
been made, it is a safe bet administrators of special education have expended 
at least as much effort in the fight to achieve recognition of their field as 
have pioneers in other fields of education. Performance above and beyond 
the call of duty has been the rule rather than the exception. 

Somehow the progress toward maturity in professional performance seems 
to have led many to an increasing concern with philosophic abstractions at 
the expense of the concrete demands of reality. More time is likely to be spent 
conjuring over the philosophic implications of an often repeated and already 
belabored platitude rather than increasing the scope and effectiveness of the 
operating program. It may easily be argued that any worthwhile operating 
program cannot be built on a foundation of quicksand but rather must have 
a strong and proper philosophic structure if it is to survive. But when pro- 
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grams remain in the philosophical structure stage for too long, the develop- 
ment of effective programs are unduly delayed. Administrators should provide 
leadership by Showing The Way. Administrators who enter into programs 
of development and materials with their hats off and sleeves rolled up will not 
bring suffering to theory and philosophy. It is possible for those who are 
deeply occupied in the daily problems of an on-going program to make philo- 
sophic contributions to the field. Plain hard work is somehow necessary for 
the nourishment of the philosopher in man. Frequently, in discussing char- 
acteristics and abilities of administrators in special education, the question 
is asked, "Is he an idea man or a technique man?" And this is frequently 
followed by the question, "Can you count on him for a rich philosophical 
discussion or will he help to bring forth specific suggestions and materials 
for teachers’ use now?" 

It is interesting to note that in many branches of our Armed Services ofi- 
cers do more than lecture about tactical problems. In training maneuvers they 
lead their men and show leadership by example not merely encouragement;? 
while it may have been acceptable in the Gilbert and Sullivan operetta 
"Gondoliers" for the Duke to have "led his regiments from behind," special 
education administrators demonstrate the hallmark of the real contributing 
leader by working side by side with teachers and moving to the forefront 
when required. 

As he works along with the staff, the administrator has three basic functions 
in the development of instructional materials: (1) motivation, (2) guidance, 
C3) coordination. 

The administrator, especially one newly assigned, or one who is investigat- 
ing new areas of learning, must move slowly. Changes to be brought about 
by the introduction of new ideas in curriculum must be carried on in relation 
to all the forces being exerted on the individual teacher or the departmental 
group. Some teachers feel change contrary to tradition is bad; others fear 
that change will cause them to lose control; others find it impossible to change; 
others look with contempt on those who are willing and anxious to try new 
things. All these teachers conspire against change and bring both actual and 
implied pressures of various sorts on individual teachers. The administrator 
must do all in his power to gain acceptance of his leadership and this is best 
done by first developing introductory ideas in those areas in which there is 
little controversy. If these preliminary relationships prove successful, confi- 
dence is more easily established for the more controversial areas to follow. 
Because new materials of instruction sometimes connote the questioning of 
formerly used techniques and materials, the wise administrator confines him- 
self to small segments of the curriculum at first in order to avoid overwhelming 
opposition. 

Anyone who has participated as a leader in workshops of various kinds 
will recognize that the mental hygiene of the participants is a matter of 
primary concern. In launching workshops designed for the cooperative build- 
ing of instructional materials the administrator is faced with certain qualities 
of human nature in the group and must also be aware of certain weaknesses 
in the committee process as it is used in many school systems. It is important 
that committees not drag out their work, continuing from year to year in a 
half-hearted manner, with only an occasional meeting. This produces little of 
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value and sets a bad morale example. In addition, the administrator must learn 
how to integrate those members of the staff identified as those who contribute 
too little, those who offer too much, those who are very slow to learn, those 
who seem to antagonize, and those who wander. 


The above factors point out that while the committee process for the devel- 
opment of instructional materials is of recent vintage, committees per se are 
not substitutes for leadership talent. A committee operating without plan- 
ning, executing, appraising, and rebuilding grows into a state of confusion 
in its ultimate decisions which is often difficult to modify. For the most part, 
in-service teacher workshop groups or working committees should be real 
workshops and real working committees and, in effect, be just what the name 
implies—a situation in which teachers get together to prepare the materials 
needed for classroom activities. This means that teachers must be given 
plenty of opportunity to work on their own, free from interference or influence 
from their consultants and administrators. On the other hand, a working 
committee would be to no purpose if there was no advantage taken of the 
stimulation that the administrator could give to the group or if his resource 
potential were ignored. Administrators, therefore, have the responsibility of 
adjusting the activities of committees so that all members may call upon 
them for assistance. The beginning of most effort of these committees is 
usually marked by a period of a certain amount of frustration. The competent 
administrator shuns being overdirective lest he destroy the group's spontaneity. 
It should be pointed out that these frustrations are a healthy sign and the 
administrator must not be tempted to do all the work in order to get things 
‘on the beam’. But because teachers are not all alike in either their ability or 
desire to contribute significantly, administrators often show more initiative 
in the early part of the project to ensure effective launching. 


As indicated above, working committees contain many types of participants. 
There are those who are politely referred to as teachers with minimal energy 
threshold or with deficient volition. Administrators often find it necessary to 
work out special motivating approaches for them. These individuals need 
consideration and sympathetic guidance so that eventually their opposition 
can be overcome. 


Teachers are frequently found in working committees who are afraid to 
speak up even in informal working groups. This may stem from previous 
squelching of their ideas. Such persons can be helped to contribute again 
if their suggestions are not forcefully negated as they are being given. For 
those teachers who seem to contribute too much a different approach is 
needed. The administrator must display great tact in helping the talkative 
member of the group to share the time with others. And the administrator, too, 
can set a good example by not monopolizing the discussion himself. 


For those teachers who seem slow to learn about the value of new instruc- 
tional materials, little can be done. Many of these teachers always see them- 
selves in the role of followers. No amount of skillful motivation will change 
them. And in every working committee too, individuals are found who seek 
personal prestige rather than opportunity to contribute for the total benefit 
of the group. These people seem to work toward personal antagonisms. The 
responsibility of the administrator in these situations is to try to give these 
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teachers more definite responsibilities and to team up with certain teachers 
who seem to be able to work along with them. 

In planning for working committees, administrators need to make a decision 
as to whether an attempt will be made to work with all teachers concerned 
with the problem or just with those with whom a successful project can be 
predicted. Although all teachers are not equally gifted in the construction of 
new learning materials, it is important that all the teachers involved should 
be invited to make a study of their problem with real unity and then to go 
on to build instructional materials together. A teacher who is mentally or 
emotionally unable to make a significant contribution to the group can only 
be considered as ‘also. participating, but should not be condemned. 

There are values in working out a combination of dominant and deferent 
teachers, as committee groupings are made. This balanced mixture of each 
type, under competent leadership, often produces good results. 

Second only to personal characteristics of participating committee members 
in the list of problems connected with successful workshops is the lack of time 
allotted for the building of instructional materials. Although many authorities 
believe that work of this nature is important enough to be considered part 
of a teacher's regular day, committee assignments most frequently are added 
on at the close of the school day. Such meetings often run late in the after- 
noon or are held in the evening. Under these circumstances teachers find it 
difficult to bring a freshness of professional interest they might at other times. 
However, the extent of participation, the professional interest with which the 
staff often undertakes the work and the quality of the results are all the more 
remarkable when considered in the light of the fact that most of the contri- 
butions were made on the teacher’s own time. 

In some school systems attempts to alleviate this difficulty are made by the 
provision of substitute teachers who relieve teachers of classroom responsi- 
bility for study and planning. Some cities provide for summer employment 
at regular teacher salary for committees working on instructional materials; 
others dismiss classes forty-five minutes early on meeting days. Approval for 
many of the above plans has been gained in only a few school systems, since 
many recognize the value of the suggestions but few put them into actual 
practice. It seems inconsistent to expect instructors to teach effectively every 
hour of the school day and then to plan and produce effectively after a six to 
seven hour working schedule. 

But one must not conclude that these difficulties should be a permanent 
barrier to further experimentation with teacher committees. Special education 
leaders must work with their local school superintendents and other administra- 
tive personnel toward receiving encouragement and approval. for more efficient 
ways of obtaining teacher participation in building instructional materials. 


How Tracer Worxsnops IN SPECIAL EDUCATION 
ARE LAUNCHED AND DEVELOPED 


As indicated above, groups of teachers meeting in committees to build 
instructional materials need to have a real purpose identified for them. Once 
this has been done, the workshop is ready to be launched. While it is prob- 
ably wise for teachers actually to develop the scope of the workshop and the 
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specific criteria for evaluating the materials, administrators have definite 
responsibilities for assisting with the work. To avoid weak or confused 
beginnings, administrators should come to the opening meeting with a work- 
ing plan. It is up to the administrator, too, to provide some motivating force 
to bridge the opening remarks with the actual working effort. For example: 
in a workshop set up to prepare for the mentally retarded reading materials 
on bakeries, a freshly baked loaf of bread from a local trade school was placed 
at each working desk before the teachers arrived. Similarly, in preparing for 
the retarded reading materials in the general job area of gas stations, Koda- 
chrome slides and films depicting some of the operational procedures which 
would form part of the background for the constructión of the materials were 
used for motivation. 

Too frequently workshops are launched with a statement attesting to the 
fact that the materials to be prepared are not available commercially. It is 
only in unusual situations commercial development companies or publishers 
will accept projects designed primarily for special education. They point out, 
time and time again, that because of the limited scope for eventual use of 
these materials they cannot justify the large expenditures for getting these 
materials into production. But this fact, per se, is not sufficient motivation 
for teachers to want to do something about the situation. At this point the 
motivation and continuing participation in the project by the administrator 
becomes a most essential ingredient for success. 

Following the launching, administrators must be prepared to distribute, at 
the first session of the workshop, such information which will guide the 
development of the materials. In a workshop set up for the development of 
reading materials for the mentally retarded, for example, it is important to list 
the criteria for a good story, the length of the story, techniques of vocabulary 
control, including suggestions for repetition and recurrence of words and 
ideas, illustrations, etc. While many of these items are subject to change 
after discussion, their availability, at least in preliminary form, gives structure 
to the opening session. Following this, the large workshop group should be 
divided into smaller committees with the understanding that they may have 
a comfortable length of time to complete their project without the pressures 
of an absolute due date. Administrators should then be ready to accept invi- 
tations from individual committees to sit in on their preliminary sessions, not 
merely to approve what they have done to date, but to share in the building of 
scenarios and for overall guidance. Upon occasion, too, situations arise where 
the administrator plays the part of a referee in attempting to adjudicate both 
petty differences and major clashes. Finally, when the materials have been 
completed by the individual committees, administrators should exercise their 
obligation to do the final editing so that the group may have the benefit of 
this expert review. 

The development of instructional materials for special education, in spite of 
all that has been said, is still only the first step in coordinating the total 
instructional program of special education in a city school system. The 
administrators and supervisors must work with the staff in seeing that the 
materials produced are used appropriately and effectively. It is important that 
con a Um or suggestions for activities be used within the framework of 

gamut of integrated learning activities. Administrators and super- 
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visors need to be alert to those situations where teachers tend to use the 
materials produced in minimal fashion. It is only the proper use of such 
materials that can justify the effort expended in their construction. Then, 
and then only, can they be made challenging, interesting, realistic and stimu- 
lating, not only to the pupil but to the teacher as well. 


FOOTNOTES 


. Reed, P. C. “Editorial,” Educational Screen, XXXII (December, 1953), p. 432. 
2. Witness the roles played by officers including chaplains in the U. S. Navy, especially 
those assigned to submarine service, who actually go through escape hatch training 
with each new group of recruits. 
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EDUCATION 


MAMIE J. JONES 


Often a State Director of Special Education or the State Superintendent 
of Schools gets a letter or a telephone call from a public school superintendent 
or a parent in a local community saying, "We are interested in starting a 
class for exceptional children. What is the first thing we do?" The individual 
may explain that he is particularly interested in a class for children who are 
crippled, or mentally retarded, or that his interest is in a speech correction 
program. On the other hand, he may not be at all sure of the type of unit 
he wants. But the first step toward the development of a special education 
program can be made from such a simple question as this, regardless of the 
originator of the idea. This one question may provide the yeast for changing 
community apathy and ‘tolerance’ toward inadequate services to community 
action for an adequate special education program. 

Although the major responsibility for the development of a special educa- 
tion program rests with the members of the local board of education and with 
the local superintendent, community planning can bring about a sensitive 
awareness of the needs of such a service, its place in the total school program, 
its costs, and the importance of including this program in the regular school. 
It is difficult for one organization or one person to do the total planning. 
Our democratic way of life has shown us that group thinking, if inspired and 
adequately guided, can result in group action that will benefit both indi- 
viduals and the community. 

There is no one plan of community organization for the development of 
special education services. Since each community varies one from another, 
regardless of whether it is rural or urban, no one plan or pattern will fit every 
community. The ways of attacking and solving problems will vary from 
community to community, depending upon the people in each community, 
their professions, education, interests, needs, knowledge of problems, and 
leadership qualities. These things will also partially determine the quality 
of the program that will eventually be set up. If a special education program 
is going to be a part of and not apart from community life, then it is impor- 
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tant that such a program be conceived through the efforts and interests of 
local citizens. 

The following suggestions and ideas for community planning are given 
only as a guide, remembering that the pattern must be cut and fitted to each 
particular community or locality. 


Form A Community CoMMITTEE 


A Community Committee should be formed to meet with the local school 
superintendent or his representative and the state director of special education. 
This committee should include professional people from both official and 
voluntary agencies as well as lay personnel. The size of the community will 
to some extent determine the number and types of available professional 
people. A community may not have either all of the professions, or all of 
the personnel in each profession as recommended in the following list. 
This should not be a deterent to the organization of a local committee of avail- 
able professional and lay people. Regardless of the size and the number of 
professional services represented on a committee, much can be accomplished 
toward the development of special education services through the selection 
of a wisely chosen committee, with strong leadership, interested citizens, an 
alert and progressive local board of education, and a superintendent who tries 
to center his educational program around the interests and needs of individual 
children. 

Members of Committee. A community committee should include mem- 
bers from the following groups: 

Education: Board of Education, the local school superintendent, instruction- 
al supervisor, visiting teacher, principal, classroom teachers, psychologists, 
guidance and counselling personnel. 

Medicine: Pediatrician, orthopedist, opthalmologist, otologist, laryngologist. 

Dentistry: Orthodonist, general practitioner. 

Health: Public health physician, public health nurse, school nurse, psy- 
chologist, psychiatric social worker, psychiatrist. 

Welfare: Social worker, counsellor. 

Juvenile Court: Judge, probation officer, psychologist, counsellors. ; 

Private Agencies: Any representative of a private agency whose chief con- 
cern is the development of services for children. ! 

Service Clubs: A representative of each club, having a major program of 
services to children. ] 

Parent Organizations: A representative of parent groups developed in the 
mutual interest of children with special problems. j 

Individual Parents: There may be parents of exceptional children and of 
the "average" child who will not belong to a parent organization who should 

articipate in the planning. 
s Youth: Tenas chil dedi with special problems will have valuable ideas 
regarding their own program of education. " a: 

Vocational Rehabilitation: Since one of the aims of special education is to 
develop an individual who can be partially or totally economically inde- 
pendent, a member of the vocational rehabilitation staff should be concerned 
with the planning of a special education program. 
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Churches: A church leader can be a valuable contributor to the committee. 

Recreation: The director of recreational activities or someone particularly 
interested in them since the activities and exceptional child engages in or 
doesn't engage in have a direct bearing on his personality adjustment. 

The Local Parent-Teacher Association: A representative from this group 
because the State and National P.T.A. are committeed to plans of work for 
exceptional children. 


Size of Committee. In urban communities this could mean the develop- 
ment of a large committee, as the number and variety of human resources 
exceed those of rural towns and communities. Regardless of the size, the 
committee should be organized for efficient work and so as to maintain good 
working relations. In rural communities this could mean the development 
of a small committee because of the lack of local resource personnel. It will 
then become particularly important for professional people from the region, 
state, or nation, to be invited to meet with the committee for particular 
sessions. 

One of the main points to be stressed is that the committee should be 
made up of local citizens representing professional and non-professional 
organizations and agencies whose interests are in exceptional children, remem- 
bering always to include those with personal concern in this program. lt is 
when knowledge and skills are effectively coordinated with interests, heart- 
aches, and enthusiasms toward the development of a child-centered educa- 
tional program that the best services will evolve. In this way the total child 
will be considered with due recognition of his physical, mental, emotional, as 
well as educational needs. 

Regardless of the size of the committee, or the size of the community, it is 
necessary to have careful planning, wise selection of sub-committees, clarifi- 
cation of problems, the development of channels of communication to mem- 
bers of local organizations, and the subordination of individual interests to a 
common goal. 


Committee Understanding. lt is essential that the members of each pro- 
fession recognize common interests and objectives as well as the specific part 
each plays in the development of a special education program. Each will 
have varying degrees of responsibility, but each will be equally important to 
the total planning of special education. Our world today has demanded the 
services of highly trained specialists and frequently it is necessary to stress 
the fact that a special education program is child centered; though each 
particular specialist has his part to play, this part must be interwoven with 
those of the other professions. From the first the discussions should be child- 
centered. Adequate time should be provided for each individual to explain 
the policies and the goals of the profession or agency which he represents. 
This kind of understanding can be an important first step in removal of 
barriers to thinking, planning, and working together. 


Goals of Committee. One of the first jobs of the committee will be to 
define its goals, both immediate and long range. Immediate goals may be to 
stimulate interest in the development of special education services and to 
identify the need for such a program in the community. Long range goals 
may include planning and developing a special education unit and additional 
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units which may be added later. In order to accomplish these goals, it is 
important for the committee to make specific plans to achieve basic aims. 


INronM THE PusLic CONCERNING EXCEPTIONAL CHILDREN 


Before a problem can be solved, there has to be an admission that it exists. 
Many people, perhaps including some on the planning committee, will not 
be familiar with these exceptional children as children, but will know them 
only as cases or as children to be pitied. They may not know what a child 
with severe cerebral palsy looks like, or the difficulty he has in performing 
simple tasks. Others may not have heard a child who has a severe speech 
problem, such as one who stutters. Some may not know that a deaf child 
can be taught to speak or that a child who is blind soon learns to listen for 
sounds in order to know from which direction the noise is coming. There 
are still people who think that you can tell whether or not a child is mentally 
retarded or mentally deficient by just looking at him. 

Even some professional workers use the expression, “Oh, hell grow out 
of it,” concerning the child who stutters or the child who is mentally defec- 
tive or some of the other exceptional children. Can attitudes like this be 
changed quickly? Is it strange that parents frequently seek help too late? 
Is it odd that they rationalize by saying, “Well, I had an aunt who stuttered 
when she was little but she talks perfectly alright now,” or, “I knew he was 
slow, but I thought he would out-grow it.” 

Many people cut a rigid and stereotyped pattern to fit all children. When 
the pattern doesn’t fit and someone deviates, they think he is ‘strange and 
odd’ and doesn’t belong. It will require concentrated effort to remove the 
stigma that many people commonly attach to the epileptic, the mentally 
retarded, the mentally deficient, and others. It is not easy to break down 
prejudices. The old woman who said, “No'm, my child can’t play with Joe 
cause he has fits and I know that's ketching,” will not be easily convinced that 
Joe should be in the same class as her son. The school board member who 
said, "Why don't we put them all in institutions? Wouldn't that be cheaper?" 
or the school superintendent who said, "They can have a room in the public 
school if they will agree not to go on the playground when the other children 
are playing and if they will take the corner table in the lunchroom.” Both 
should have factual data to stimulate interest and should know individual 
children of each different type of exceptionality in order to understand and 
accept them first of all as children and not just as categories. 

Education is a slow process, but much can be accomplished through a 
planned procedure to inform the public. Study groups should be formed in 


the parent-teacher association and in other organizations. The various civic, 


professional, and religious organizations should hear informed speakers, have 
d have demonstrations presented 


panel discussions, see films and film-strips, an 
to them if care is taken that no child is exploited. Both faculty data and hu- 
man interest stories should be run in the local newspaper, presented over 


radio and television. Posters and materials on exceptional children should be 


attractively displayed in the local library and other public places. 
The information to the public shóuld include the numbers and types of 
exceptional children to be served, causes of these differences from the 
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‘normal’ growth and development, the importance of early detection, the 
need for adequate physical, mental, and educational diagnosis, treatment and 
educational services. 


INFORM THE PUBLIC CONCERNING THE PROGRAM FoR SPECIAL EDUCATION 


Neither educators nor lay people are always informed concerning the 
advancement that has been made in the educational techniques for working 
with exceptional children. Frequently, they do not recognize the lack of 
facilities for these children in their home, school, and community, nor the 
advisability of starting special education units. Some do not care about the 
educational needs of exceptional children. Many have no understanding of 
the damage done these children when they are denied their rights of receiv- 
ing an education. Others are chiefly concerned because they have heard that 
special education is a costly program. Many are not informed about available 
services in the state. 

If there is a state director of special education, he should explain the state 
program, its policies and regulations. This can be done through talks, dis- 
cussions, the showing of films, and the distribution of materials. In this way 
the planning committee as well as the general public will have a better idea 
of the needs, costs, and ways of developing each type of special education 
unit, as well as some understanding of the educational practices in each type 
of unit. State leadership is needed to help each community provide appropri- 
ate programs for all types of exceptional children. The following are some of 


the questions frequently asked of a State Supervisor or Consultant for Special 
Education: 


* What is meant by the term “exceptional children?" What are the different types of 
exceptional children? How do you define each type? What percentage of each type 
would one find in a local community? 

What is the State Department of Education’s (State Department of Public Instruc- 
tion) plan for exceptional children? Do they have policies regarding the setting up of 
units for each type of child who is different? 

Who pays the salary of the special education teacher? Does he get a supplement? Is 
he paid more than the regular class-room teacher? Is this teacher a part of the regular 
teacher allotment? i 

Is there money for transportation of the children? Is there money for transportation 
of an itinerant teacher? Is there money for equipment, materials? 

Who determines which children belong in a special class? Is it advisable to have a 
screening board? 

Will every candidate for a class need a psychological examination? Who gives these 
examinations? If there is no school psychologist where can a community find a 
psychologist to give the examinations? How much will they cost? Who pays for the 
examinations? 

What type of programs will need a special class-room? Does this class-room vary from 
the regular classroom? In what way? What type of toilet facilities should there be? 
Which types of Ser can be started that will allow the children to remain in 
regular classes and receive special service? » 

Should all classes for exceptional children be a part of the regular public school? Is it 
dangerous for children who are crippled to be in a school with "normal" children? 
Won't some of the exceptional children be teased and called names? 

Do teachers need special training to work with any or all types of exceptional children? 
If so, what kind? How long does it take for a certified class-room teacher to become 
qualified to teach each type of unit? Is teacher education given only at the graduate 
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level? Where does one find teachers who are qualified? Is there a special education 
program in the state that prepares teachers for these fields? Are special education 
teachers difficult to find? 

What do we mean by the term "motor involvement"? What type of equipment is 
needed for a class of children who are crippled? Does the school need to have the 
services of a physical therapist and an occupational therapist as well as a speech 
correctionist to adequately serve these children? 

If a child has speech that is different, does that necessarily mean that it is defective? 
Does the speech correctionist work in one school only? Does he work in a regular 
classroom? If he is an itinerant teacher, who pays for his transportation? What type of 
equipment does he need? What is meant by a hospital and home instruction program? 
Where should the child who is severely hard of hearing or deaf be placed? When 
should he be taught lip-reading? 

What is meant by the term "brain injured"? 

How can a school best serve the needs of a child who is emotionally disturbed? 
What is the best placement for a child with visual impairment? Does the state supply 
large-type edition books? When should a child be taught braille? 

What is the difference between a child who is educationally retarded and one who is 
mentally retarded? Is the "slow learner" a candidate for classes for children who are 
mentally retarded? Will the child who is mentally retarded be able to finish high 
school? Why should the child who is mentally retarded be taught in a special class? 
What is meant by the term “trainable”? Whose responsibility is the "education" or 
"training" of this child? A 
* How does one recognize a child who is gifted? Should the child who is gifted remain 
in the regular class-room or be taught in a special class? 

How many students can each teacher of exceptional children work with? 

How can a rural community plan to serve these children when there may not be 
sufficient numbers of a particular type to start a special unit? 

* What help can be given children who are multiply hardicapped? ii : 
If a supplement is given to the teacher by a private agency or organization, or if 
special equipment is brought by them, will they be able to determine some of the 
policies for the development and running of the class? 


. 


GATHER STATISTICAL INFORMATION CONCERNING Resources AVAILABLE 


It is necessary not only to inform people in the community about excep- 


tional children, but also to make them concerned over existing conditions. 
In order to plan a sound educational program, it is important to know what 
local resources are available and to be familiar with those at the regional, 
state, and national level. Although in some instances the local resources may 
seem meager, it is frequently found that the community has more resources 
available than are utilized. A detailed study should be made of the physical, 
mental, emotional, and educational resources both within the public school 
and in the community. This information may be obtained through: 

l. The School. Finding answers to the following questions about the 
local public schools should emphasize the strengths and stress the weaknesses 
in the educational program. Does the superintendent feel that the school has 
a definite responsibility for the development of a program for exceptional 
children? Who constitutes the administrative staff? Is there a pre-school 
program? If so, does this include kindergarten and/or nursery school? Does 
the school have a visiting teacher to work with emotionally disturbed and 
other exceptional children and their families? Is there an instructional super- 
visor or some one on the school staff who can help teachers to meet the 
educational needs of individual children? Is there a psychologist to assess 
children’s mental ability? Is there a guidance counselor in the school, and 
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if so, what are his duties? Does the physical education director take into 
consideration the needs of all children as well as the members of his football 
team? Is there a public school nurse? If so, does she give treatment, and what 
exactly is her job? Which classroom teachers pay particular attention to the 
physical, mental, educational and emotional needs of individual children and 
attempt to make some provision for meeting these needs? Is each principal 
sincerely concerned that each child have an opportunity to develop to the 
maximum of his ability? 


2. The Community. Information should be obtained concerning: 

Health and Welfare Department: Each of these departments is charged by 
law to be concerned about the needs of all children. If ih any instance these 
service are lacking in a community, any citizen has the right to ask why they 
are lacking. The number and positions of the staff personnel and a descrip- 
tion of their duties should be obtained. Information should be secured re- 
garding the types of preventive, diagnostic, and treatment services as well as 
the kinds of consultative services made available through these departments. 
It is important to know the ages of the people served, the channel for receiv- 
ing these services, the cost if any, and the possibility of receiving prosthetic 
devices without cost. 

Child Guidance Clinics. Is there a child guidance clinic in the community 
or region? If so, information should be obtained regarding the number of 
psychologists and psychiatric social workers, and clinic hours, types of children 
served, costs, and the region served. 

Private Agencies and Service Clubs. Find out the major as well as minor 
projects of each agency and club that sponsors services for exceptional chil- 
dren. Note if they are interested in children with particular problems; if so, 
which ones and the types of services they offer. 

Juvenile Court. Get information on how often it meets, and know the 

individual staff members and their duties. Is there special provision for 
detention of juveniles other than in the county jail? If there is no Juvenile 
Court in the community, why isn't there one? 

Dentistry. Information should be obtained on the number and frequency 
of dental clinics held in the community and on the types of services offered 
by dentists in private practice. 

Medicine. Information should be obtained on the number of physicians 
in the community and their specialities, 

Parent Organizations. The number and type of exceptionality which each 
represents. Does any organization sponsor or direct a special service? 

Youth Organizations. Find the number of youth organizations in the 
community such as Boy Scouts, Girls Scouts, Camp Fire Girls, Future Farmers 
of America, Future Homemakers of America, and the like. It is important to 
know whether or not exceptional children are made welcome in these groups 
or if they are excluded from any of the organizations. 

Recreational Facilities. List the number of tennis and badminton courts, 
swimming pools and other recreational facilities. If these facilities are available 


in the community, is there supervision by people with training in working 
with exceptional children? 
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Vocational Rehabilitation. The location of the regional office, the age 
and type of youth who can be served by them, and the kind of diagnosis, 
treatment, educational, and vocational services offered. 

Churches. What are the types of youth organizations sponsored by each? 

When this survey has been completed, the results should be an informa- 
tive list of available resources with specific data concerning services for excep- 
tional children. This should indicate gaps as well as duplication of services. 


GATHER STATISTICAL INFORMATION CONCERNING THE Numper AND Types 
or EXCEPTIONAL CHILDREN 


Statistics concerning the number of exceptional children in the United 
States may be obtained from the United States Office of Health, Education, 
and Welfare, and applied to the number of children in a local community. 
The result for a particular community will not be accurate, but it will indicate 
the extent of the problem. Unless a survey will be followed by action, or is 
used as a type of pilot study, it is wise to plan and work from an estimated 
figure. Frequently, the estimated figure, the interest in the community, and 
the available physical, mental, and psychological diagnostic and treatment 
services will determine which type or types of units a school will give priority 
in starting. When this is true, then it will be necessary to survey only for 
a particular type or types of exceptionality. In gathering information con- 
cerning individual children, it is important that the person be trained in the 
procedure of interviewing. Otherwise, specific information may not be re- 
ceived, and there is a possibility that the reliability of some of it will be 
questionable. If there isn’t a trained interviewer available, the data can still 
be collected, but it should be weighed with some care. 


IDENTIEYING THE EXCEPTIONAL CHILDREN 


So that all exceptional children within a community may be identified, it 
is necessary to complete inquiry forms calling for name, age, type of problem 
on each child. This information may be obtained through: 

l. The School. Inquiry forms itemizing the type of exceptionality may 
be filled in by classroom teachers, visiting teachers, school psychologists, other 
members of the school staff, and others. 

2. The Community. Inquiry forms may be filled in by individual mem- 
bers of each of the professions and organizations listed earlier, as well as any 
individual who may know of such a child. 

When this survey has been completed the committee will have a list of 
names whom people think exceptional. With this basic information a Super- 
intendent can start specific educational planning. 

SurERINTENDENT AND Locat Boarn oF EDUCATION Forrow TunoucH 
The Superintendent and local board of Edu- 
cation will need to recognize their responsibility in the development of special 
education services. This may mean the organization of a smaller professional 
committee composed predominantly of people from the field of education. 


1. Professional Committee. 
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This group may serve in an advisory capacity and also do the actual screening 
of individual children who become applicants for a special class or a special 
service. They should be thoroughly informed concerning state policies and 
regulations and report to the Superintendent. 

2. Promoting In-service Training of Regular Classroom Teachers. It may 
be advisable to promote an in-service program concerning exceptional children. 
The regular classroom teachers should be informed concerning the types of 
exceptional children and the means of identifying them in order to fill in 
inquiry forms. They should also know the services for the children in the 
school, the community, the region and the state. Teachers should know some 
of the ways that they may meet the individual needs of children, for whether 
they realize it or not, they are working with children who are exceptional. 


3. Finding Diagnostic Services. Many communities have some type of 
medical and health service. Physical needs of children are often met without 
recognizing their other needs. When adequate medical diagnosis cannot be 
given locally, it may be possible to receive this help from a region or state 
service. Usually this can be channeled through the local counterpart. But 
many schools do not have a psychologist to examine the children and no 
budget to pay for such services, Since a psychological examination is often 
one of the requirements for admission to a unit, as well as one of the means of 
determining the educational needs of these children, the superintendent and 
local school board need to locate a psychologist to give this service and to find 
some means of paying him. Often a private club or organization will denote 
the money needed for such services if there is no way for the local school, 
through either local or state money, to provide them. 


4. Finding Adequate Physical Facilities. Every effort should be made to 
house the unit in a classroom in a regular school. One administrator thought 
that the special education class should take the small dimly lighted and 
poorly ventilated basement room since there were only fifteen in the class. 
It is true that the finding of adequate space in the public school often poses a 
problem for the superintendent whose classrooms are overcrowded and whose 
schools are already bulging at the seams, Sometimes units may be started 
in rooms in a church, in a Boy Scout hut, or in some unused building or house 
when there is no place available. When this has to be done, the superin- 
tendent, the board of education, and the community need to understand and 
remember that it is only a temporary solution. Every effort should be made 
to make provision for these children to have a room in the public school. 

5. Finding A Qualified Teacher. This will be one of the toughest jobs 
that will face the superintendent. There are not enough qualified special 
education teachers to meet the needs and demands. Recruitment of certified 
teachers who are willing to study in the field of special education may be a 
necessity. Scholarships should be obtained for interested people. 

s 6. Finding Adequate Transportation. If a class for exceptional children 
is housed in a building near the center of a community or district, the regular 
school bus may not be able to transport all of the children. When the state 
makes no provision for a bus and driver for these children and the local budget 
will not permit this expenditure, it may be necessary to ask parents to bring 
their own children, or to form a car pool. In some communities local clubs 
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have bought station wagons for this purpose. In one city a business club not 
only bought the station wagon, but one of its members takes time from his 
business to bring the children to school in the morning and to take them home 
in the afternoon. Any form of transportation used should be under the direct 
sponsorship of the superintendent. If there is no public means of conveyance 
every effort should be made to make state funds available to provide the same 
service for exceptional children as exists for others. 

7. Getting Parents to Accept Exceptional Children Objectively. Parents 
need to accept their children objectively. Frequently the Superintendent can 
help by seeing that his staff gives frank and objective information to parents. 
It is frequently difficult for parents to accept the mental limitations of a child. 
One parent put undue stress on a child by insisting that he could work arith- 
metic problems too advanced for his ability. On the other hand, parents need 
to objectively accept the child who is gifted without exploiting him. Every- 
thing possible must be done to get parents to know their child first of all as a 
child and not as a type of exceptionality. 

Community planning for special education can be an exciting procedure 
when professional and lay people join in their efforts to serve children who 
are exceptional. The development of a sound program is aided through: 


1. An informed and concerned public. 

2. A knowledge of human and material resources in a community, region, 

and state. 

Family and community acceptance of children who are different. 

4. The Board of Education and local school Superintendent assuming 
responsibility of a program. 

5. Individual teacher’s emotiona 
children. 

6. Adequate physical, me 

services. 

Adequate educational diagnostic services. 

. Qualified teachers. 


ps 


] as well as intellectual acceptance of these 


ntal, emotional and diagnostic and treatment 
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In the historical development of the field of special education one sees a 
pattern of growth quite similar to the course followed by older disciplines, 
such as medicine, biology, economics, psychology, sociology, general educa- 
tion, and other related sciences. This pattern has been one of an infant dis- 
cipline growing out of a service need. In the initial stages of these services the 
motivations were humanitarianism and the stress of impelling necessities of the 
moment. Service programs and area content were almost wholly conditioned 
by immediate ameliorating solutions for pressing problems. For generations, 
medical research was but a short step from superstition and primitive alchemy. 
Economics, sociology and education, only in our century, have taken on 
aspects of research methodology worthy of the name research.i-^ Special 
Education is still in swaddling clothes and has borrowed its research method- 
ology largely from companion disciplines, copied good and poor methodology, 
and has as yet failed to present an acceptable or even standard research 
pattern. 

Kirk gives a series of reasons why this condition has existed in the field of 
special education, and points out some basic problems amenable to research 
analysis.) Other recent studies?! list sources for research materials, state 
problems and point up the need for an effective research program. The 
field itself does little to produce more than occasional articles worthy to be 
called research. What is needed is a definitive long range research program 
based on sound methodology applied widely and consistently to the manifold 
problems of our field. Our professional leadership in the medical, social, 
educational and rehabilitation areas must learn to distinguish clearly between 
monographic, qualitative and quantitative research projects, and properly 
evaluate the results of such studies. Research technicians in our field must 
utilize all reliable research techniques applicable from other fields, where 
needed, and develop new ones for a new profession.!? University research 
centers, foundations, agency centers and field stations with trained research 
personnel and funds must give the research program for special education the 
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painstaking objectivity of the abstract sciences before we can become enthusi- 
astic about current or future research programs. Valid results in terms of 
improved service programs will not result from the continued practical, 
popular subjective materials which have in the past been presented to the 
field of special education as examples of valid research. Some of the areas 
within our discipline have made notable advances in recent years in the 
development of high quality research studies in the field of clinical psy- 
chology, protheses, control of communicable diseases, the deaf and hard of 
hearing, the cerebral palsied, poliomyelitis, the gifted, and the mentally re- 
tarded have produced acceptable research materials. The progress has been 
slow and it is hoped the next decade will see a marked advance in improved 
research methods and techniques. Kirk" has listed a vast number of pressing 
problems amenable to valid research study — the number and distribution 
of exceptional children, problems of administration and organization of 
programs for exceptional children and adults, financing, proper coordination, 
types of classes, mental hygiene and personality adjustment, curricular prob- 
lems, accurate diagnosis for classification, technical aids for instruction and 
rehabilitation, intelligence, vocational and social aptitude tests and measure- 
ments, multiple handicaps and a wide variety of research studies for the field 
of the emotionally disturbed. The professional research personnel in special 
education have a virgin field for cultivation in the development of high 
quality research.15-8° 
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TEACHER TRAINING PROBLEMS 


One of the greatest difficulties in a discussion of teacher training for work 
with the exceptional!-5 is that the needs of the field are not clear to the 
general educator. A second difficulty is that many of those who are engaged 
in programs of training have in many instances built their own curriculum, 
and having done so, consider it ample and farseeing. Another problem is 
created by a considerable divergence of opinion between persons engaged in 
teacher training and the actual employer of the teachers who are so trained. 

A fourth difficulty arises from the feeling that it is necessary to put out 
special attractions, in terms of salary and of actual subsidy for training, if 
recruits are to be brought into this work. This difficulty is further compli- 
cated by the unwillingness of employers to insist on thorough training for the 
work. Likewise, there is a tendency toward hurrying teachers into the work 
before they have had experience instructing non-handicapped children.?-1? 

In preparing the program or curriculum for teacher training in a department 
of education of the exceptional, the following steps are necessary: 


1. Analyses of both the apparent needs of each type of exceptional child 
and the existing teaching methods of meeting these needs, 

2. An analysis of the special training the teacher needs for work with each 
type of the exceptional if she is to provide effective service. 

3. A series of area curricula and admission standards based on 1 and 2 
above. 

4. A study of the situations and problems common to all areas and also of 
those distinctive of each area. To those horizontal and vertical courses 
an orientation course should be added. 

5. The entire program must be in detail and must be submitted for criti- 


cism to a large number of experts in general education and also in 
special education, both teachers and administrators. 


It is preferred that the student have a previous degree and also experience 
with non-handicapped students, The subsequent program consists of about 
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25 per cent in the foundations of education and 75 per cent in the major. 
The major includes: orientation courses covering all types of the exceptional; 
courses in organization, administration, and methods for the particular type 
of exceptional selected; field experience under close supervision in the chosen 
area; psychology of the exceptional; guidance, mental hygiene, and adjust- 
ments of the exceptional; and further electives in subject teaching, remedial 
instruction, music and the other arts, and such additional courses as are 
likely most to benefit the individual student.!9:* 

At present many excellent teachers of the exceptional have taken work for 
professional improvement in situations where academic credit and degrees 
were not available. However, this need not be a problem in the future, since 
there are now definitely organized programs in this field for full term, sum- 
mer, and conference types offered by degree-conferring institutions.'5 "For 
the academic year 1953-54, 122 of the Nation's colleges and universities 
reported sequences of teacher preparation in one or more areas of excep- 
tionality."19 

Since in some instances there is a special increment of salary connected 
with work with the exceptional, it is reasonable to require that teachers of the 
exceptional conform to the usual practices in school systems, of spending 
some portion of their time-in professional improvement through organized 
courses. These courses, while of necessity operated in the past by certain 
voluntary agencies, rightly belong in teacher-training institutions, and the 
student should look forward to obtaining a degree in one institution rather 
than following the plan, formerly in operation, of failing to secure a degree 
through taking work in various different setups. Granting a proper criticism 
of the undue worship of academic degrees, it must be borne in mind that 
they at least represent organized programs followed through for the most part 
under careful and competent advisors, as compared with sporadic, scattered 
personal efforts at meeting professional-improvement needs.17.15 

In some teacher training centers it is the present practice to give work with 
the exceptional in the latter part of the graduate training years. It is debated 
at present whether it might not be better for the student to complete training 
for work with normals and serve a year or two as a regular classroom teacher 
before taking up work with the exceptional, which is possibly a graduate 
specialty, though the present emergency shortage of teachers may warrant 
senior college concentration in this area.!? 

Consideration should be given to starting some training on an undergradu- 


ate level in order to recruit interested and capable students into fields of 


specialization; and to inform students in general of the problems of the 


exceptional. The policy of many school systems of selecting for work in the 
field of the exceptional teachers with experience with normals supports this 


thought. 
In recent years a good deal of attention has been centered on the training 
ue in no small measure to the acute 


of teachers for the exceptional, d east 4 
shortage and the limited training facilities. Recent publications place in bold 


relief the most pressing problems. 
The Need for Professional Standards for Teachers 


The citizens of this country are almost universally interested in having the Nation's 
children taught by well-qualified teachers. Since the days of the Colonies, people have 
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been searching for ways to select those teachers to whom they are willing to entrust the 
instruction of their children. This endeavor now takes on new meaning as local school 
Systems attempt increasingly to provide op rtunity for the four or five million ex- 
ceptional children of school age. They are the boys and girls who, because of marked 
physical, mental, or emotional deviation, need something different from, or something 
in addition to, the usual school program if their development is to be as normal for them 


as possible, 
Even with all that has been done, Current statistics, both for local school systems and 
idential schools, indicate that less than one-fourth of the children in need of special 


schools. Among these are lack of personnel, inadequate housing, transportation problems, 

and difficulties encountered in screening, diagnosis, and lacement. Most serious of all 

is the lack of qualified teachers who are able to bring to the schools the specialized and 
Bea ges d f 


now have special certification requirements aimed at achieving this goal; others are in the 
midst of developing and revising standards. 20 


education of the exceptional. We quote at length the recommendations of 
this symposium Covering twelve work conference areas: 


HUNTER COLLEGE SYMPOSIUM 
ON THE 
EDUCATION OF THE EXCEPTIONAL 
February 25-28, 1952 


RECOMMENDATIONS OF THE TWELVE 
Worx CONFERENCE AREA Groups 


(The arrangement of the Recommendations is by the stated 
Objectives for the Symposium) 

Objective I: Recruitment 

Objective IT: Selection 

heer III: Curriculum 

Objective IV: Field and Laborat Experiences 

Objective V: Guidance and Counadling 


bjective IX; Placement 


Objective X: Suggested Curriculum for Professionals Other "Than Teachers 
Added Recommendations Outside of the Ten Conference Objectives 
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RECOMMENDATIONS REGARDING THE FIRST CONFERENCE 
OBJECTIVE: "RECRUITMENT" 


Under this objective, the recommendations of the twelve groups may be 
grouped as follows: 


I. The Teacher 
IL The Classroom 
III. The Team 
IV. Added Recommendations 


I. THE TEACHER 
A. Recruiting in the High Schools: 


Vocational guidance 

Films and Literature 

Talks by visiting specialists we 

Field visits by the students to local community agencies and organizations, 
and guided participation therein 

Educational guidance to Seniors; assemblies; information 

Talks by successful and satisfied teachers É A 

Voluntary services by students, in summer camps and extracurricular activities 

Career-Day programs 


B. Recruiting from Undergraduates in College: 


Orientation — 


PS early in the education program E 
mae course concerning exceptional children (their nature and need; modify- 


ing education programs accordingly; resources, medical, vocational, and 
community; and knowledge of pertinent legislation 

ve. Freshman year 

visas Junior year 


— obligatory— j 
in all teacher education institutions in the United States 


E. for all majors in education, speech, and psychology 

ul including a unit on the partially seeing 

- vndas survey course covering all special areas X 

Present the need for teachers to beoe A s as other professionals 

Paid advertising by colleges and normal schools 7 

Field trips, Kip on all majors in education, speech, and psychology; 
or simply, early field trips A : 

Emphasize aeciaii for teachers in the special education s 
(small groups; individual and group instruction and counseling) 

Recruitment committee in teacher education college 

Talks — to assemblies, and by successful and satisfied teachers 

Films, radio, and TV. a 

Local school boards, stressing the practical certainly to be appointed, due to 
shortage; superintendents and examiners also to stress this im 2 

One session in each regular education course, on the mentally retarde 

Guidance — to Freshmen 

Organizations of future teachers 
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Rich curriculum in the field of the exceptional 

All teachers to learn how to deal with those epileptic children who need to be 
kept in regular classes 

Publicize — the need for, value of, and research opportunities in special 
education | 

Eliminate the requirement of 2-3 years of regular teaching before teaching in 
special education 

Do not interrupt the five-year education program 

Spend part of student teaching in the area of the handicapped 

Gives laboratory experiences 

No further recruitment of teachers of the partially blind, until the newer 
insights have been incorporated in their education courses 

Courses in the psychology and education of exceptional children 

Early in the program: | 

s visits to speech clinics 

sdb assisting in speech clinics, with pay 

bere. hospital work 

SES community centers 

C. Recruiting from Among Post-graduate Students — 

Paid advertising by graduate schools 

Information for all professionals as to need of special teachers 

Emphasize special values of special education, for a teacher 

Cooperative license requirements to be made by college and board of 
examiners 

Scholarships 

At least one session in each regular education course, to consider the mentally 
retarded child 

No further recruitment for teachers of the partially seeing until the newer 
insights are incorporated into courses 


D. Recruiting from Among In-Service Teachers — 

Salary differential — 

because of special license and certification 

-because of extra training and added responsibility 

-none for teachers of the gifted in special classes | 

EA because of extra preparation, extra-curricular activities, difficulties, and 
complexities of the job, the added training and added experience 

Teacher exchanges 

Sabbaticals 

Inform all professionals of need 

Improved salaries for the teaching profession 

Canvass the mature teachers and teachers who left teaching to raise families 

Basic course on the exceptional required 

Aou for all promotional licenses 

for in-service training of all regular teachers 

em obligatory on all teachers 

Visits to speech clinics 

Short courses: in local areas and at educational conventions 

Scholarships for advanced training 
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Visiting days, for all teachers, to observe special education activities 

Reduction of the case-loads in speech therapy 

Provide speech therapy rooms 

Recruit such teachers through all professionals 

E. General Recommendations for Teachers 

(1) Research and Recruiting — 

Further study of present methods of recruiting 

(2) Teachers — 

Educate the public and the teaching profession alike, as to the equal right 
of the gifted with other exceptional children 

A liking for children of all degrees of brightness and learning potentialities, 
and patience and objectivity 

Stress special compensations of teaching the mentally retarded: these pupils 
progress, not in spite of, but because of the teacher's efforts; teacher sees 
results before his Cher) own eyes 

Require of all teachers: orientation in the education of the exceptional 

More consideration of mentally retarded children by educational organizations 

Supervisors and school administrators: inform their groups 

Realistic personality requirements 

Specialized training 

Unique qualifications 

Enlarge regional training opportunities 

More emphasis on summer school for trainees, for teachers of the blind, 
and for other teachers 

(3) Informing the Public — 

Educate the public and the teaching profession alike, as to the equal right 
of the gifted with other exceptional children 

Local committees, support the development of school provisions for the gifted 

Orientation — 

iu make the public more rehabilitation-minded 

en data should be in the hands of various classes of educators and other 
professionals and laymen , 

dn a nation-wide program of recruitment, led by the International Council 
for Exceptional Children and other agencies 

....... legislation to make internship possible, on local and State levels : 

yin by organizations concerned with the mentally retarded, for all outside 
the field 

rU: Statewide, by radio, etc. 

....... inform all professionals of the need J^ 

t more writings, giving information about all areas of the training program, 
and especially the blind j 

ME a clearing-house for the dissemination of such writings; a central infor- 
mation and recruiting agency 

Paid advertising by interested agencles, associations, and others 

More public relations and public enlightenment 


(4) Scholarships — 
Try untapped sources: foundations? labor unions? 
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Il. THE CLASSROOM — 


[None of the "Recruitment" recommendations made by any of the twelve 
work-area groups mentioned the actual classroom teaching of the special child. 
Some of the groups, however, will mention classroom teaching under recom- 
mendations concerning Objective 3: Curriculum.} 


IIl. THE TEAM — 


Cooperative relationship in the school of education 
Cooperation as to license requirements for teaching, between colleges and 
boards of examiners 


IV. ADDED RECOMMENDATION — 


Recruitment, guidance and counseling should constitute one continuous 
process 


RECOMMENDATIONS REGARDING THE SECOND 
CONFERENCE OBJECTIVE: "SELECTION" 

The candidate should have: 

Integrated and stable personality, devoted and dedicated 

All de qualities needed by a regular teacher 

Emotional and intellectual maturity and stability 

Ability to act as a member of the team 

Sound mental hygiene for self and for children 

Flexibility in adapting the curriculum and procedures to the individual needs 
of children 

Acquaintance with special services and community resources 

Ability to detect medical problem-cases ; 

Warmth, humility, understanding of and liking for the individual child, 
and acceptance of him 

Willingness to experiment 

Prerequisite of 5 or at least 3 years of teaching in normal classes 

Working knowledge of child development, needs, and growth 


Selection on the basis of his Cher) training and development, without regard 
to the physical handicap of the candidate 


Foreign students — at home in the English language and in American customs 
Supervised field work 


egional organizations to establish admission criteria for teacher education 
institutions 
Research program, financed by Federal or State or foundation agencies 
Personal interest in doing research 
speech and no mouth deformities 
Above-average intelligence and academic achievement 
Quickness of response; intellectual Curiosity; and sophistication 


TEACHER TRAINING PROBLEMS 


Prerequisite: successful experience with children 

Ability to analyse and synthesize 

Acquaintance with pertinent legislation 

Ability to establish and maintain effective relationships; objectivity; organiz- 
ability; and desire to work in the field 

Good general education for teaching 

Experience 

Awareness of the individual child's home and social environments 

Alertness for child fatigue or signs of malnutrition 

Ability to help educate the community 

Capability to detect cases fit for transfer to regular classes 

Skill in all needed techniques 

No serious eye difficulties; vision normal or correctable to 20/40 

Willingness to invent instructional materials 

Every State to certificate, qualify, and approve candidates 

An accredited A. B. degree 

Teaching certificate for the particular level 

At least 6 semester hours of graduate work in the particular field 

Training in urban centers only 

Develop 6 to 8 regional centers for training 

Ability to teach a handicapped child in normal classes 

Continuous evaluation of the candidate's progress in training, and prompt 
elimination of the unfit 

Initiative and leadership 

Optimism 

Realistic thinking 

Knowledge of job possibilities and vocational guidance 


RECOMMENDATIONS REGARDING THE THIRD 
CONFERENCE OBJECTIVE: “CURRICULUM” 


These recommendations will be here classified as follows: 


I) Courses for teachers 
ID) Methods for teachers 
III) Personal Qualities for Teachers 
IV) Courses Peculiar to the Area 
V) Curricula for Children of the Area 


I) COURSES FOR TEACHERS 


Same as required for all teachers 

Psychology, Learning, Child Development 

Orientation 

ind in special education 

Survey: anatomy, physiology, kinesiology, and neurology 
€ in vocational rehabilitation 

e concerning the handicapped 

Observation 

de in regular classes 

o in special classes 
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RR in hospitals 

«OF home instruction 

health needs as well as educational needs 

cer as integral part of teacher education programs 

rete to be begun not later than the third year 

Bean to be begun as early as possible 

Mental Hygiene 

Guidance 

pue à sequence in 

EH at every level 

"um personal, educational, and vocational 

Field experience 

Sif school activities 

sos in varied schools 

epa begun in Sophomore year 

Practica 

Arts and Crafts (junior year) 

Practical arts and leisure-time activities 

Play techniques (junior year) 

Group relations 

Visual aids 

Observation and practice teaching 

Audiology Celective) 

Remedial arts Celective) 

Language arts (elective) 

Psychology of special subjects (for teachers of the emotionally handicapped) 

Psychology of exceptional children 

Have a psychologist available 

Education of children of multiple handicaps 

Training centers should consider giving courses on the undergraduate Jevel 

Medical information by an M.D. on the teacher education faculty 

Community projects and community resources and activities 

Major in elementary education (preferred) 

Health education 

Physiology and anatomy 

Social worker to be available 

Student teaching 

Variety of research techniques for different age-levels 

Sociometry 

Broad liberal education 

Thorough, advanced Preparation in one or more special fields 
Cespecially at the secondary level) 

Mental and educational measurements 

Family life 

Study epilepsy in all undergraduate courses in college 

Emphasize optimism regarding prevention and control of epilepsy 

Biology and/ or physiology 

Speech fundamentals Cone year) 

Speech (elective) 
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Psychology of personal adjustment 
Mental Hygiene 
Child development Crequired of all teachers of exceptional) 
Psychology of the exceptional (ditto) 
Principles and methods of education (ditto) 
Psychology of speech (elective) 
Tests and Measurements (elective) 
Introduction to psychotherapy (elective) 
Audio-visual aid (elective) 
Language arts (elective) 
(For graduate study) 
. Neuro-anatomy, with hospital affiliation 
- Advanced anatomy and physiology of the speech and 
auditory mechanisms 
— Seminar in brain-injuries: cerebral palsy; aphasia 
— Seminar in psychogenic disturbances in speech and 
language disorders: autism, stuttering 
— Seminar in voice disorders 
— Intellectual and perceptive problems (seminar) 
— Seminars should include individual research to de- 
velop critical analysis 
—Supervised clinical practice, including opportunities 
for diagnosis 
— Psychometric and projective testing 
— Advanced course in psychotherapeutic techniques 


II) METHODS 

Specialization in junior year 

Group dynamics 

Demonstration schools 

Experimental classes for the gifted 

Observation and practice teaching, with a variety of children 

Special (such as “600” in N. Y. C.) schools required for some disturbed 
or maladjusted children 

Interdisciplinary approach 

Early childhood methods 

Elementary school methods 

Junior High School methods Coptional) 


III) PERSONAL QUALITIES 

Continuous emotional development of teacher himself 

Knowledge of his own limitations 

Refer unsolved problems to other agencies, 
doing 

Learn to create a non-authoritarian school ; . 

Readiness to accept different kinds of people and children in abnormal 
environments 

Self-direction and evaluation 

Use of community and other resources 

Ability to recognize a disturbed child 


without a feeling of guilt in so 
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IV) COURSES PECULIAR TO THE AREA, FOR TEACHERS 


Braille 
"Teaching methods for the blind 
Physiology for special areas 
History for a special area 
Anatomy 
"Techniques 
Public Attitudes 
Speech 
Language for an area 
Elementary school subjects 
Speech-reading 
Phonetics 
Speech 
Measurement of hearing 
Psychology of the physically handicapped 
Practica, with first hand laboratory and practice teaching 
Physiology of the human eye 
History and psychology of blindness 
linic 
Orientation course in special education: should be compulsory for all 
teaching education institutions in the United States 
Problems — physical, educational, and social 
Mental hygiene 
Vocational adjustment 
Arts and crafts 
More attention to case-finding activities in the schools of the United States 
Know the number and location of all children needing service 
Pool all community resources 
Planned visits to clinics and hospitals of the orthopedic 
Flexibility in adapting curriculum 
Participation — teachers’ workshop and conferences 
leadership activities, special education 
More courses in general guidance for physical handicapped 
Materials of instruction 
Observation experience 
Internships 
Sequence of electives, especially special education 
Medical lectures and clinical observation 
Phonetics 
Anatomy of physiology of speech and auditory mechanisms 
Physics 
Voice and diction 
Survey one year: speech disorders, including observations and field trips 
Clinic supervisory practice 
Participation in and organization of special education programs 
Clinical courses in etiology, etc., of neurologically impaired 
Student teaching of the neurologically impaired 
Seminar in education of the neurologically impaired 
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Practice teaching in a group situation 
Seminar for integration 
Hearing problems and basic audiometry 
Special consultations, with training in the field of the epileptic in schools, 
to advise on teaching those epileptic children who are in regular classes. 
— PLUS :— Clinical abnormal psychology, 4 to 6 hours 
— Child guidance, 3-4 hours 
— Education of the brain-injured, 2-3 hours 
— Education of the mentally retarded, 2-3 hours 
— Education and vocational guidance of the 
handicapped, 3 hours 
During the fifth year, part-time internship in a clinic for convulsive disorders 


V) CURRICULA FOR CHILDREN OF A PARTICULAR AREA 
A) Curriculum for the Partially Seeing Child 


Do not educate him in schools for the blind, but in programs arranged 
by their own locality 


B) Curriculum for Children with Epilepsy 


To be shaped according to the type of epilepsy 

Majority of epileptic children can and should be taught in regular classrooms 
not at home or in special classes 

Teamwork by teacher, physician, psychiatrist, social worker, administrator, 
and all others who have worked with the child 

Stimulate interest in epilepsy in high school 


C) Curriculum for Gifted Children 


For the present, for administrative reasons, keep them in heterogenous classes, 
for administrative reasons 

Flexible program 

Research techniques; also creative and recreational hobbies 

Adequate, advanced learning resources to be provided 

Promote individual creative abilities, develop social dedication and skills, 
and foster personal growth and development 

Wide variety of experimental and pilot classes and schools 

Individual instruction 

Field experiences for these children, at all age levels 

Advanced projects, supported by guidance by resource-persons such as research 
workers, professional men and women, and parents 

Specialized learning and training at earlier age than for usual children 

Based on continuing research on currently unsolved problems — e.g., accelera- 
tion vs. enrichment 

Core experiences and individualized project work: surely for elementary 
educational level; possibly also for secondary level 


Socializing experiences 


263 


TEACHER TRAINING PROBLEMS 


RECOMMENDATIONS REGARDING THE FOURTH 
CONFERENCE OBJECTIVE: "FIELD AND 
LABORATORY EXPERIENCE" 


Assign teaching and proctorial duties according to the abilities of the indi- 
viduals 

Field and laboratory experiences are more pertinent to teaching than to 
proctorial work 

À continuing Symposium to study the whole program of selection of training 
for teachers of the deaf 

Required field experience in school and community activities 

Use field work experiences at Sophomore year for prospective trainee to learn 
to deal with normal and abnormal children and whether he Cshe) likes 
and has an aptitude for teaching 

Required in methods courses for all teacher candidates: field trips, to learn 
how to recognize an emotionally disturbed and a normal child, and to 
adapt curriculum to practical situations in à given school 

Laboratory experiences, together with observation and practice teaching 

University or college should organize, where needed, a continuous program 
of education through use of community resources for the hard of 
hearing child, as a laboratory for the trainees 

Early orientation, so that trainees may select this (retardate) area in time: 
field trips, visits to classes and schools for the mentally retarded, films, 
radio, and TV 

Experimental laboratory units in teacher-education institutions, to deal with 
education of neurologically impaired children 

Practice teaching in special classes, convalescent homes, hospitals, home 
instruction, etc. 

Opportunities to participate in workshops for teachers and in conferences 

Leadership activities in special education 

Activities with exceptional children 

CUM summer camps 

- baby sitting 

UE Scouting 

ME the “Y” 

Visits with the handicapped child and with the family 

Visits to hospital clinics 

NS. work in clinics and hospitals 

AS recreational programs, especially with mentally retarded and cerebral 
palsied children 

ose observation in psychiatric clinics 

SU films 

e guest lectures 

XM observation of children in institutions 


Undergraduate/graduate Observation and supervised experience in schools, 
hospitals, or clinics, in a variety of speech situations 
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RECOMMENDATIONS REGARDING THE FIFTH CONFERENCE 
OBJECTIVE: "GUIDANCE AND COUNSELING" 


Required college course in guidance and psychology 

In regional training centers: courses in the guidance and the psychology 
of blind children 

In training centers, suitable literature and guidance kits 

Programs constructed for training psychologists and guidance workers, both 
for the field of the deaf 

Required: field experience in school and community activities 

Information in the curriculum concerning community resources and experi- 
ence in community projects 

All student teachers should have available counseling — personal, educational, 
and vocational 

A social worker and a psychologist available when needed to all student 
teachers 

Guidance and counseling needed at every level of training for teachers 
of emotionally disturbed and socially handicapped children 

For guidance counselors, et al., an orientation course in the problems of 
the hard of hearing Cincluding lectures and observation?) 

A cooperative State Advisory Committee to be formed by guidance and 
counseling representatives and other professionals 

Field experiences for gifted children at all ages, especially in socially useful 
fields 

After the general preparation needed for all teachers of exceptional children, 
there should be, for candidates for teaching the mentally retarded, 
a sequence in guidance (guiding procedures, occupations, problems 
of placement and follow-up, etc.); totaling 2 credits. Require this for 
provisional appointment of teachers of mentally retarded children 

Help the teacher in her role on “the team” 

More courses in general guidance of the physically handicapped (for teachers 
of the orthopedically handicapped) 

Educational and vocational guidance, as part of a 30 clock hour course on 
teaching methods for partially seeing children 

Course in vocational adjustment, guidance, and counseling (for teacher of 
partially seeing child) 

School-connected guidance clinics for epileptic children 

Psychiatric or child guidance for all children with epilepsy 

A course in "Introduction to psychotherapeutic techniques" for teachers of 
the speech handicapped) 

Consultants in speech guidance and 
by the educational departments o 

Supervision to be continued after placement 

Pilot-centers 

Workshops 

Conferences 


speech counseling should be provided 
f municipalities, counties, and States 
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RECOMMENDATIONS REGARDING THE SIXTH CONFERENCE 
OBJECTIVE: "IN-SERVICE EDUCATION" 

Regional training centers and refresher courses 

Guidance and supervision by school principal 

Visitation and observation, oriented to the entire program of the school or 
agency 

More married persons as teachers 

Personnel not to lose seniority because of needed leaves of absence 

Teaching and proctorial work should be apportioned according to individual 
ability 

A program of In-Service training for housemothers, proctors, et al. 

University or college should operate, where needed, a program of experiences, 
open to in-service teachers as well as trainees 

Development of recreational skills in in-training courses for teachers of 
emotionally disturbed and socially handicapped children 

Democratic participation by teachers in school policies and practices 


Supervisors and other educational experts should be resource persons for 
teachers 


Work-study groups, teacher-initiated and teacher-directed, by suitable levels 
and areas 


Encouragement of teacher-visitation of other teachers and schools 

Provision of newer materials on research, teacher practices, etc.; perhaps by 
regular news bulletins 

College and university workshops, especially during summer, on teachers’ 
own problems 

Time during school day for study-work group and interschool visitations 

Released time and funds for teacher attendance at frequent institutions, 
workshops, symposia, and conventions 

Clearing-houses for dissemination of professional information 

Supervisors should encourage teacher to explore ways and means of increas- 
ing the value of his Cher) teaching services 

Teacher should see to own professional growth 


Periodic refresher courses and workshops dealing with problems of partially 
seeing children 


Contacts with other professionals 
Constructive supervision 

Wide professional reading 

Visitations, inter-school and inter-agency 
Practical research 

Participation in community activities 
Films from field 


Lists of suggested readings to be available to all school administrators 
Continuing in-service education 


Short courses, perhaps of one week’s duration before or after conventions 
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RECOMMENDATIONS REGARDING THE SEVENTH 
CONFERENCE OBJECTIVE: "LEADERSHIP EDUCATION" 


Encouragement of research and graduate study, by outstanding teachers, 
in leadership, supervision, and administration 

Universities should encourage outstanding graduate students to develop 
adequate programs for children hard of hearing, where such programs 
do not exist 

Course in organization and activation of these programs should be provided 

The Journal of Speech Correction and Hearing ought to be less technical for 
speech correction teachers 

Teachers of orthopedically handicapped should be able to help educate 
the community about the orthopedically handicapped child 

Ability to pass on complete and up-to-date knowledge regarding epilepsy to 
others 

Courses in leadership, parent education, and community organizations 


RECOMMENDATIONS REGARDING THE EIGHTH 
OBJECTIVE: “LICENSING AND CERTIFICATION” 


Certification of teachers of emotionally disturbed and socially maladjusted 
children only after special added courses, and with several years of experi- 
ence with normal children and with emotionally disturbed and socially 
handicapped children 

Professional associations to be advisory in setting up standards for teachers, 
although Licensing and Certification must remain a State and regional 
function 

Colleges and boards of examiners should jointly confer, so that colleges could 
include courses required for license examination eligibility 

Single license or certification for the teaching of the méntally retarded, 
regardless of chronological and mental age levels of the children in 
special classes 

Permanent appointment as a teacher of mentally retarded should require 
30 college credits, by taking 2 courses in each of 5 specified areas 
(foundations, clinic, guidance, methods, and electives in special educa- 
tion) 

Provisional appointment as teacher of mentally retarded children should 
require 15 college credits, distributed among the first 4 of the above- 
mentioned areas (with over half the emphasis being on method) 

Certification should be by both professional organizations and by State 
authorities 

Required for a teacher of partially seeing children: 

s for a regular teacher (for example, diagnostic 

mental hygiene; child psychology; mental 

ndary education, tests and 
child growth and develop- 


(a) Same preparation a 
and remedial reading; 
testing; principles of elementary or seco 
measurements; guidance and counseling; 
ment 

(b) At least three years o 
children 


f successful experience teaching normal 
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(c) At least 6 semester hours of graduate work in the field of the 
partially seeing, preferably as an inclusive Practicum 

(d) 20/40 vision, actual or corrected and 
Ce) Quick and efficient as typist 

Certification for speech correctionists 

Licensing of speech therapists 

"Training of speech clinicians not yet uniform enough to form a basis for 
licensing 

Provisionally certified teachers of mentally retarded to be allowed three 
years to complete the 30 hours above specified 

Such licensing and certification of teachers of the mentally retarded should 
follow either a B.S. program in a Department of the Education of the 
Exceptional Child or a program in the 5 specified areas on either the 
M.A. or the Doctorate level 

Include in proposed study by the U. S. Office of Education, a study of 
desirable minimal standards for teaching in various areas of the education 
of the exceptional child 

All States employing teachers for partially seeing should set up minimum 
essentials for certification of them 

Restrictive laws should be changed to permit modern, acceptable programs 
for teachers of partly seeing children 


RECOMMENDATIONS REGARDING THE NINTH 
OBJECTIVE: "PLACEMENT" 


Aclearing-house needed for placement services; to be established by recognized 
professional associations 

Lists of available positions kept by university and college placement bureaus; 
also by natianal organizations and their local affiliates 

A central placement bureau for all personnel of the hard of hearing should 
be established; possibly in the I. C. E. C. 

Placement staffs in colleges and universities to list teachers trained in teaching 
of the mentally retarded 

Placement should go beyond appointment in local school systems, and be 
concerned that the teachers are appropriately assigned 

Supervision after placement is needed, and on a State basis 


RECOMMENDATIONS REGARDING THE TENTH OBJECTIVE: 

"SUGGESTED CURRICULUM FOR PROFESSIONALS OTHER 
THAN TEACHERS" 

Braille 

"Teaching methods for the area 

Physiology for the area 

History for the area 

Psychology 

Public Attitudes 

Public Enlightenment 

Internship (for psychologists and guidance workers) 
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Practica 

Guidance (for counselors) 

Occupational therapy Cfor counselors) 

More travel opportunities for observation and study: by heads of departments; 
principals; and supervisors 

In-service training for housemothers, proctors, and other workers 

Psychologists and guidance workers should have special training for work 
with deaf 

A standard curriculum should be created for psychologists and guidance 
workers 

Study of epilepsy in all undergraduate courses preparing for the allied 
fields of social work, psychology, and medicine 

The basic training for both the public school speech correctionist and the 
clinical therapist should be the same 

Additional experience for clinical therapist in medicine and psychology 

Required orientation course about the hard of hearing; for guidance coun- 
selors, psychologists, rehabilitation workers, administrators, supervisors, 
and auxiliary personnel; including tests and observation 

Parent education by organizations of parents who know the needs of hard 
of hearing children, to lead to public recognition and acceptance of the 
problem of these children 

Education of the public to special educational needs of gifted children 

Study desirability of provisions for education of intellectually gifted children 
to be written into laws for exceptional children 

Administrators and supervisors should take: r 
(a) short area-conferences with professional leaders in the field 
Cb) short summer workshops, dealing in orientation in the whole field of 

the exceptional and in the psychopathology of the neurologically 
impaired; and 

(c) periodic conference to receive advice from the teaching personnel 

Superintendents, principals, and supervisors should take courses on the char- 
acteristics and education of atypical children 

Supervisors in field of partially seeing children should have requirements 
of a certified, professionally trained teacher of those children — — 

Orientation course in special education to be required of all principals, 
superintendents, and supervisors 

This orientation course should include a unit on partially seeing children 
and be kept up-to-date 

Administrators and supervisors should be offered a course in the psychology 
and education of exceptional children 

Conference meetings between representatives 
State officials 


of speech training centers and 


ADDED RECOMMENDATIONS OUTSIDE OF THE TEN 
CONFERENCE OBJECTIVES: 


All the suggestions made by Work-Area Group I: The Blind are proposed 
only for future recruits and not for present personnel 
Suggested topics for future research: 
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(a) Qualities of successful teachers or workers in the field of the 
physically below par child 
(b) How can community programs for the coordination of services 
be strengthened and improved? 
Cc) The relationship of health to behavior and learning 
(d) Differences in rate and in process of learning by children of 
different levels of intellectual ability 
(e) Follow-up studies of gifted children educated in various ways 
CE) Amount of social deviation shown by gifted children 
Cg) Non-acceptance of gifted children as leaders by other children 
A national campaign of public education 
Train personnel for the special teaching of preschool children, in classes 
where the hard of hearing children share the classroom with normally 
hearing children 
Educational studies recommended: 
(a) Experimental programs for gifted children at all levels and in a 
variety of organizations 
Cb) Survey of teacher education facilities for the teaching of the gifted 
(c) Problems of articulation of education of the gifted from nursery 
school through college 
Cd) The survey conducted by Work-Area Group VII as to reasons 
why teachers of the mentally retarded chose their profession 
Attendance at local and regional conferences, and make reports thereon 
Support existing professional organizations 
Encourage other professionals to give more attention to special education?! 
x x * 

During the past three years the U.S. Office of Education, in cooperation 
with the Association for the Aid of Crippled Children, New York City, has 
made an extensive survey of state certification requirements for teachers of 
exceptional children and college and university programs for the preparation 
of teachers of exceptional children. From the bulletin, State Certification 
Requirements for Teachers of Exceptional Children, we quote the following 
important findings on existing State certification requirements: 

1. Thirty-two States and the District of Columbia have special certification require- 
ments for teachers in one or more areas of exceptionality. 


2. More States have special standards for speech correctionists than for teachers in any 
of the other areas of exceptionality. 

3. Next to speech correction, the areas in which the largest number of States have 
special teacher standards are, in order, the hard-of-hearing, the crippled, the mentally 

retarded, and the partially seeing. 

- The areas in Which the least number of States have special requirements are for 

teachers of the blind, deaf, socially maladjusted, and the gifted. 

$ Only one State has a special certificate for teachers of the gifted. 

Sixteen States require teachers of exceptional children to hold only a regular teach- 

ing credential. 


- The majority of special education personnel believe that teachers of exceptional 
j ption: 

poe in ould first possess the competencies needed by teachers of normal children. 

. má ex personnel favor the requirement of a regular teaching certificate 

Boso E M Cor special preparation) valid for teaching one type of 

9. More than two-thirds of the 

a regular teaching credential 


on Au B 


speech correctionists believe that they too should hold 
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10. Opinions indicate that State certification requirements should be set through the 
participation of representatives from a number of groups concerned with education 
and care of exceptional children. 

1l. State special educational personnel believe that the most effective method of de- 
veloping State standards is through a systematic analysis of competencies needed by 
teachers of exceptional children.?2 


In the bulletin College and University Programs for the Preparation of 
Teachers of Exceptional Children, we note the important findings regarding 
teacher training shortages. 


In the service of the Nation's schools there are perhaps 25,000 special teachers. The 
most recent Office of Education statistics [23] show 14,316 special education teachers in 
city school systems, an increase of 48 percent since 1947-48. In addition to these, there 
are approximately 3,000 teachers working in residential schools for the deaf, blind, and 
mentally retarded, and at least 2,500 giving hospital or home instruction. Still others 
not reported are employed by nursery schools and kindergartens, and in private schools. 
Another group works in small local school systems in rural areas. If allowance is made for 
the teachers not reported, the total number 25,000 is easily justifiable. Some of these 
teachers are well equipped professionally for service in their area of ialization; some 
are partially prepared; still others completely lack ialized preparation. n» 

The literature in special education frequently suggests that at least 100,000 specialists 
Cor four times the available number) would be required to staff the special day classes, 
hospitals, convalescent homes, and residential schools, and to ide the itinerant and 


When considering the establishment of special education programs in colleges and 
having some indication of the number of 


gri number of specialists who should be available 
y disturbed. The educational needs of these 
ys, and there are differing points of view 


It is probable that the teacher-need figure of 100, 1 
ample will serve to illustrate this. On a basis of an average oem class Shey ei x 
18, it seems reasonable to estimate that approximately 40,000 teachers are n: 
area of the mentally retarded alone. hah ere only 60,000 for 
exceptionality and personnel who would occupy 
positions: Many, expen children are—and should be— is for a ho m o 
their schooling in regular classes with so-called normal ee oe codon 
educational leaders believe that the regular classroom teacher Se eh ts pall 
standing of the special needs of handicapped and gifted children. AS s vi Lena ai 
accepted, the colleges and universities of the Nation have still another respon 
teacher-education. 22 of the Nation's colleges and universities reported 

CAT ena 
sequences of teacher preparation in one or more areas of exceptionali P 
ith i progra: present an increase o institutions 

Hes eine 1949. poer study, however, included sequences 

Thus, it is seen that gains have been even greater 


in the last 5 years than the figures would suggest. dise E 
the scope of this study to make an evaluation of the quality of programs of nd cid 
tion. Techniques other than those em 
evaluation. : Ek Wüdoh 

id i in number of centers with programs is yiewed by many n 
Euh tcc comes from the recognition of the need for quali 
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fied persons to teach the Nation's handicapped and gifted children. Concern stems from 
the recognition of the need for evaluation of the facilities which should be available at 
colleges planning to develop programs. Later publications coming from the broader 
study will provide some information which will form a basis for planning. 

There are more opportunities for the preparation of teachers of the physically and 
mentally handicapped than there are for those who wish to work with the emotionally 
disturbed and the gifted. More colleges Cor 115) offer preparation for speech-correction- 
ists than for teachers in any other area of exceptionality. In the closely allied field of 
the hard-of-hearing there are 68 sequences. A large number of centers have combined 
programs which equip a teacher to work both as a speech-correctionist and as a hearing 

ialist. Twenty-two colleges and universities prepare teachers in the somewhat related 
area of the deaf. As is to be expected, because of the size of the problem, many colleges 
have integrated curricula in mental retardation. In all, there are 40 programs of this type. 
In contrast only 2 centers meet the criterion for a sequence of preparation in the field of 
the gifted, only 3 in the blind, and not more than 13 in any other area.?* 

It is hoped, as projected in these reports, that future studies will "attempt to 
go beyond a status report" and that studies on teacher competencies, basic 
curricula requirements, recruitment procedures for teachers and other person- 
nel needed in this rapidly growing field of special education will be forth- 
coming from our professional leadership. 
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SOME BASIC NEEDS FOR THE EDUCATION 
OF TEACHERS AND PERSONNEL FOR 
SPECIAL EDUCATION 


H. E. ROBINSON 


In order to have clear objectives in teacher education for exceptional chil- 
dren, it appears obvious that a definite statement of the role of our public 
schools in modern society and an understanding of what constitutes adequate 


education are both a necessary foundation. 


Tue Rore or Our Puste Scuoots iN Mopern Socrety 


Rather than espouse the interest of any organized social, economic, or 


political group, the major functions of our public schools should be to: 
l. 


Provide an environment where all our children can acquire ade- 


quate mental, emotional, and physical health. 


2. Make provision for acquiring adequate skills in expressing one's self 


effectively, both orally and in writing. 


3. Help the child to know himself and his environment as a basis for a 


6. Lead in cultivating desirable attitudes toward others of every sect, race, 


and land. 
7. Emphasize appreciation for 
the ideals of the American way of life, 
8. Make democracy live by providin 
niques in the classroom and community. 


our homes, our churches, our schools, and 


8 for and observing democratic tech- 


In order to possess the above characteristics, most individuals must have all 
available assistance from the home, the church, and the school so that they 
will be able to make a living as they live with themselves and others peace- 
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fully. Some few individuals are so fortunate that in the absence of these 
organized efforts they can become self-educated citizens. 

Present world conditions make it imperative that all of our local school 
officials and teachers carefully check their local situation and promptly elim- 
inate any influence harmful to the welfare of any of our children or to our 
traditional American way of life as provided by the constitution. 


Wnar Marxes EDUCATION SPECIAL? 


This total environment for general education becomes special education 
when instruction and other assistance either in school, in the home, or in 
a hospital have been adjusted to fit the needs and capacities of the child who 
has a problem that interferes with learning to the extent that normal classroom 
facilities are either inadequate or unsafe. Such individualized instruction is 
enriched and supplemented by: 

l. The use of music therapy, recreational therapy, physical therapy, 

occupational therapy, and speech correction as the child may need, and 

2. The use of a variety of educational games that assist in teaching the 

basic subjects, or in providing needed therapies. 

Special education is knowing the entire child, then teaching him. It is 
teaching the child subject matter rather than teaching subject matter to the 
child. It is tailoring good general education to fit the needs and capacities of 
each child. It is talking to the child rather than about him with every curious 
or interested individual or agency. It is not merely a knowledge of mental 
hygiene, abnormal or clinical psychology, tests and measurements, screenings, 
counseling and guidance. Itis good stimulative teaching based on individual 
differences and a knowledge and appreciation of all these things. 

Good teaching of any type of children is: 

1. Having a personality that causes others to ‘become’, 

2. Causing others to understand and know, 

3. Showing how effectively, 

4. Being an expert guide, and 

5. Telling the truth attractively. 


The regular teacher should attempt to provide these facilities as the child 


remains in the classroom with normal children. When the regular classroom 
facilities are inadequate or unsafe and the removal of the exceptional child 
from the regular classroom becomes necessary, a schoolroom with adequate 
teaching facilities should be provided and the instruction provided by a 
superior teacher with a cultured personality and specific knowledge and 
abilities, Thus, it becomes necessary to consider some of these basic needs for 


the education of such special teachers. 


OPINION or SPECIAL EDUCATION PERSONNEL IN Texas RELATIVE 

ro Basic EpucaTion oF SucH TEACHERS AND PERSONNEL 
rather than use one man’s opinion, the writer sent 
10, 1955 to 547 teachers of exceptional 
ere the programs operate, and 
he education of teachers for 


In arriving at these needs, 
the following request on January 
children in Texas, the 173 superintendents wh 
to the 28 colleges that have provided courses in t 
exceptional children in Texas. 
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I have been requested to prepare an article on Some Basic Needs for the Training of 
Teachers and Personnel for Special Education and this material will become available 
for consideration on a national basis. Rather than express my own opinion, I think it 
would be much more accurate and helpful if I had the composite thinking of people who 
are interested in this problem, therefore: 

Please list briefly below some of the things you feel that a teacher should be and know in 
order to do a good job teaching exceptional children. 


It will be noted that no suggestions nor outlines were provided to guide their 
reactions. Now, look at the following accompanying responses made simul- 
taneously and individually from the 267 teachers, 78 superintendents, and 
17 college professors. All of the college personnel contacted have a doctor's 
degree and practically all of the public school personnel contacted have at 
least a master's degree. 


Succestions Converninc Basic EnucArIoNAL NEEDS 
or TEACHERS OF EXCEPTIONAL CHILDREN 


It will be noted that the ten most desirable personality traits and compe- 
tencies mentioned by the respondents are: 

1. Three hundred twelve of the respondents thought that the teachers of exceptional 
children should have a sincere regard and appreciation for the welfare of children 
especially those with handicaps. This does not include being “sorry for the poor 
little things”. 

2. Two hundred fourteen of the respondents stated that the ability to understand the 
nature and needs of children and wishes of parents is vital. 

3. One hundred fifty three of the respondents mentioned that being able to wait faith- 
fully, to be tolerant to the ungrateful, and to hope graciously for glimpses of even 
slight improvement of those children with serious limitations is very important. 

4. One hundred fifty seven of the respondents rated as fourth the mastery of subject 
matter material of the core areas including proficiency in remedial reading. 

5. One hundred thirty nine of the respondents felt that to be rated as an outstanding 
teacher, prior experience with normal children is imperative. Only three preferred 
young inexperienced college graduates with a major in special education. 

6. One hundred twenty nine rated being mature, stable, and wholesomely sound 
mentally, emotionally, and physically as being very important. 

7. One hundred twenty eight named the ability to master the use of all available re- 
sources and materials, and a variety of stimulating teaching methods as essential. 

8. Ninety three thought that doing the proper thing on time and being courteous, 
mannerly and tactful in dealing with children and parents is a must. 

9, One hundred eleven mentioned being kind, considerate and cooperative with initia- 
tive in working with everyone interested in exceptional children is imperative. 

10. Sixty three said that having faith in self and recognizing and inspiring into action 
all the potentialities of children with limitations is very important. 

Further study of items 1, 2, 5, 6, 7, 10, and 12 of Section A of the table 
reveals that of the seventeen personality competencies needed for efficient 
teaching, these seven are similar to the ones listed by Paul as “Fruits of the 
Spirit in one of his letters to friends in Galatia (Gal. 5:22-23). These seven 
traits are generally regarded as the basic factors of a cultured personality. 


tact with college, campuses. Thus, what the teacher is must rate more 
important than her knowledge and skills. Since these important personality 
competencies are caught rather than taught, by being around others having 


such traits, it is important that all college personnel be outstanding in these 
respects. 
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Responses or 362 PnorEssioNAL PERSONNEL Recarpinc Basic EDUCATION 
oF TEACHERS OF EXCEPTIONAL CHILDREN 


A. Th 


N 


w 


. Patient ... 
. Rated as an outstanding bin 


. Mannerly and tactful . 
. Kind, considerate and docentes 
. Faith in self and potential of 


(Habits-Attitudes-Appreciations) 


. Sincere regard and appreciation for 


children 


with prior experience with normal 
children 


. Mature and stable with M.P.E. 


health 


children. udhs E 


. Original and resourceful with 


initiative’ o..s.idsaitescssvasesreerstarxavoce 


. Poise with a calm pleasant voice 
. Sympathetic yet realistic and 


objective .. 


. A sense of humor and common 


. A hspprekesss plies 


attitude ... 


. Ability to inspire de to 


improve: 115. serr a aeniea EE 


. Intelligent observation with 


curiosity E E 


. Scholarships to keep hee 
. Be a parent . 
. Hobbies 


The Teacher Should Know and/or Be 

Able to (Her knowledge and skills 
Understand the nature, and how to 
nurture the needs of exceptional 
children, and the wishes of parents 


. Master subject matter in the core 


areas, including remedial reading 


. Master the use of all available 


materials, and a variety of teaching 
methods |... eene 


. Use music, arts and crafts, and 


educational games ......... 


. Know State law and plan for spe- 


cial education 


. Have experience in eke 


teaching under supervision .......... 


. Use mental hygiene in classroom 


e Teacher Should Be and/or Have Response of 
267 Teachers 


223 
115 
94 


87 
69 
68 


48 


42 
39 


36 
27 


25 


Opinion of 
U.S. Office 
Bi Education 
Response of Response of Competency 
78 Supts. 17 Profs. Committee 
72 17 1 
28 9 
43 2 1 
39 3 1 
20 4 1 
35 8 1 
11 4 
10 2 1 
41 4 
5 4 1 
11 
32 14 1 
10 
5 4 
9 3 1 
53 17 1 
39 7 1 
33 11 1 
5 4 1 
24 5 
3 
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CoNcrusroN 


Summarizing the basic education needed by such a cultured personality as 
pointed out by the 362 professional people and covered in Section B of the 
table above, it will be noted that such a teacher of exceptional children should 
have the following knowledges and skills: 

l. The ability to understand the nature and how to nurture the needs 

of exceptional children. 

2. A mastery of the Subject matter material in the core areas including 


areas would meet these needs. 

3. Ability to master the use of all available resources and materials, and a 

variety of stimulating teaching methods. 

4. The use of music, arts and crafts and educational games. 

5. A thorough knowledge of the state law and the willingness and ability 

to follow the state plan for special education. 

Mastery of the content of such titles as the following should adequately 
cover the six professional competencies deemed essential in the education of 
such teachers for exceptional children: 

l. The survey of special education for exceptional children, 

2. Child study, including the nature and needs of children at the various 

age levels, 

3. Methods of teaching the various types of exceptional children, 

4. e use of music, arts and crafts and educational games, 

5. Remedial reading, 

6. Tests and measurements, 

7. Speech correction for the classroom teacher, 

of her own voice, 

8. Organization and administration of special education. 
These eight items could very well be 
courses, but all should be mastered 


including an improvement 


SYRACUSE UNIVERSITY MEETS THE CHALLENGE 
OF THE EXCEPTIONAL CHILD* 


WILLIAM M. CRUICKSHANK 


The education of exceptional children is not a new public responsibility 


in the United States. It is an area of education, however, towards which the 


interests of higher education have turned only recently. The focus of two 
world wars upon the physically disabled individual, the advances of medical 
and psychological sciences, and the growing awareness that the education of 
exceptional children is a public school responsibility has stimulated teacher 
preparation centers to concern themselves with this important aspect of their 
over-all responsibility. 

In 1946 Syracuse University, Syracuse, New York, through its All-Univer- 
sity School of Education undertook a broad program of undergraduate and 
graduate experiences for individuals preparing for teaching careers with 
| exceptional children. Curricula in several teacher preparation areas were 
| established. The fields of education for the mentally retarded, the intellectu- 
| ally superior child and the crippled child, including those with cerebral 

palsy, were inaugurated. Likewise strong curricula were organized for the 

education of deaf children, those with lesser impairments of hearing, and 
children with speech disorders. Summer programs have been established for 
the education of the child with impaired vision and for teachers interested 
in the educational problems of the preschool blind child. 

It was immediately obvious to the administrators of Syracuse University 
that this division of the teacher preparation program required facilities for 
clinical experience, for research, and for university instruction which differed 
markedly from many other phases of the general teacher education develop- 
ment. It was also immediately apparent that a teacher preparation program 
of this type involved expenditures in terms of personnel and equipment which 
were not normally assumed by a typical university budget. By 1950 develop- 
ments at Syracuse University in the preparation of teachers, nurses, psycholo- 
*Reprinted from 1954-55 American School and University. Photographs omitted. Used by 
special permission of American School and University and Dr. William M. Cruick- 
shank, Professor of Education, Syracuse University, Syracuse, New York. 
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gists and general classroom teachers to answer the needs of exceptional chil- 
dren had progressed to the point where it was necessary to think of a central 
location for activity and of an expansion in facilities, equipment and research 
opportunities. 

The Syracuse University Special Education Building was dedicated on 
February 27, 1953, and, in many of its features, is unique in institutions of 
higher education. At the outset certain facilities were excluded from plans 
for the building. The Syracuse Public Schools, through the Board of Educa- 
tion, provide facilities for numerous physically and mentally retarded children. 
Seventeen units for mentally retarded children include many classes which 
are outstanding in their effectiveness and which provide excellent pre-service 
observation and cadet teaching experiences. The Percy Hughes School for 
physically handicapped children, the Syracuse Cerebral Palsy Clinic, the 
Weiting-Johnson Hospital for children with rheumatic fever, the Onondaga 
Children's Court and its related agencies, the Syracuse State School, and other 
residential schools in neighboring communities provide rich resources for 
young teachers. The Syracuse Public Schools and other public and parochial 
school systems provide facilities for practice teaching and demonstration work. 


A Pran Is Decmep Uron 


It was thus not necessary to include these facilities in the plans for a 
projected building. It was agreed that there would be included in the Special 
Education Building only those facilities which were not currently available or 
which could not in the future be obtained by cooperating agencies, but which 
would strengthen both the university's and the general community program 
for exceptional children and adults. Thus a plan was envisioned to provide 
university classroom facilities, facilities for several types of direct clinical serv- 
ices to handicapped persons and their families, and facilities for research in the 
psychological, social and educational development of exceptional children. 
The Special Education Building was erected through the generosity of 
the James Foundation of New York, Incorporated, and the Association for 
the Aid of Crippled Children, Incorporated, of New York City. Additional 
funds from alumni and friends of the Syracuse University program for 
exceptional children ultimately made possible a $400,000 building. The 
professional staff, together with the university architects, Harry A. and F. 
Curtis King of Syracuse, visited numerous installations throughout the eastern 
and midwestern portions of the United States to determine the most effective 
ways in which to meet the requirements of the univetsity program. 


Tyres or Areas Housen 


The Special Education Building houses services of a diverse nature. The 
facilities of the building make possible important research, teaching, and 
direct clinical services. The building contains more than two dozen rooms, 
including offices, classrooms and laboratories; rooms in which therapy, diag- 
nosis, testing and evaluations are carried on; seminar rooms, lounges and other 
facilities. Many of the rooms are so constructed that dual or triple functions 
can be carried on simultaneously. 
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The building, contemporary in design and constructed of reinforced con- 
crete faced with Glen-Gary brick, is conveniently located near the University 
Medical Center and a projected School of Education building. 'The present 
structure contains approximately 2,500 square feet of floor space on each of 
two floors. An excavated basement under approximately a third of the north 
end of the building houses air conditioning, heating and electrical equipment. 
It also contains janitorial office and supply space, adequate space for files, an 
area for a large tool bench, tool cupboards, power saws, drills and other 
equipment needed in the construction and repair of psychological and audio- 
logical equipment used in the clinics and in research. 


CONVENIENT LOCATION OF OFFICES 


All faculty offices, seminar rooms and classrooms are located conveniently 
for incoming clients and students. Students need not walk through the entire 
building when interviews with their professors are desired. A pleasant lobby 
provides an enjoyable waiting room for both clients and students. The recep- 
tionist’s window is placed at an angle to permit control of almost all traffic 
entering the building. This is important in view of the fact that an annual 
case load, exclusive of college students, of more than 6,000 exceptional chil- 
dren, adults and their families are and will be using the facilities of the 
building during individual appointments and regularly scheduled clinics. 

Fifteen rich colors were used in painting the rooms. With the exception of 
rooms painted in greys and used on occasion by highly distracted children, two 
or three colors are employed in each room to give warmth and interest to the 
building. This has proven highly satisfactory to all who have used the facili- 
ties. Natural finished birch is used throughout for extensive prefabricated 
closets, bookshelves, doors and woodwork. 

The north entrance of the building is reached by a sidewalk or driveway, 
overed by a reinforced concrete canopy. This per- 
d individuals who utilize wheelchairs or crutches 
to make use of the facilities of the building without experiencing the dificul- 
d just inside the north entrance, makes 
the second floor equally available and convenient. — ; 

The modern, well-lighted classrooms are equipped with light-proof curtains 
at the windows which, when lowered, ot 
one-way vision windows. These windows permit the students to observe activi- 
ties in the adjoining group auditory training room. 


Grour Auprrory Room 


The group auditory training room is equipped with air conditioning and has 

a sound treated ceiling. A heavy rug and rug pad cover the entire floor. 
Groups of from two to ten children or adults and an instructor can use this 
room in speech, lip reading and group auditory instruction. Microphones 
hidden in the ceiling with amplification in the adjacent classroom permit ob- 
serving students not only to see instructional techniques, but also to hear what 
is taking place. The room can, of course, be used for many purposes other than 
individuals who have impaired speech or hearing. It is 
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frequently used for demonstrations of intelligence test administration and for 
similar purposes. 

The second floor of the Special Education Building houses a variety of 
facilities. The Gordon D. Hoople Hearing and Speech Center is located here. 
A bank of thirteen rooms at the south end of the building is used for individual 
speech therapy, lip reading instruction, counseling, psychological evaluation, 
or other individual student-teacher or student-therapist work. Four of these 
rooms, partially sound-treated.and covered with wall-to-wall carpets, are used 
as modifiable audiometric testing rooms. Each of the rooms contains a different 
type of audiometer so that students may receive a variety of experiences. 

A medical diagnostic suite, including a clinic room, adjoining conference 
room and adjoining audiology laboratory, is located on the east side of the 
main corridor. All rooms in the building which are sound treated or which for 
various reasons have no windows are air-conditioned. 


"TEsriNc AND Evacuation Rooms 


Two rooms, an audiometric testing room and a hearing-aid evaluation room, 
needed both in research and in clinic work, were carefully designed and 
planned by William A. Stanmyre, consultant to the Hearing and Speech 
Center. The goals which both architects and contractors kept in mind with 
respect to these two rooms were to provide a facility which was sound free 
from external noise and fully sound absorbent with respect to internal noise. 
The larger of these two rooms, 16 feet by 18 feet, is used for recording, for 
psychogalvanic skin reflex testing and ultimately will house electroencephal- 
ographic equipment. The smaller of the two, 11 feet 6 inches by 9 feet 9 
inches, is used for hearing aid evaluations. 

"These two rooms rest upon steel springs with walls, ceiling and floor com- 
pletely free from the remainder of the building. Air conditioning and hearing 
ducts leading to these two rooms are hung by springs from concrete supporting 
beams of the main structure. An observation window connects the control 
room with the sound-free room. This is composed of three panes of thermal 
glass set in rubber. Each pane is placed at a slightly different angle from the 
remaining two in order to avoid sound reflection as much as possible. Thus, 
the two rooms are almost completely free of contact with the building proper. 
Complete efficiency has been obtained. During daytime utilization of the 
rooms the sound level is less than 24 decibels. This is considered excellent 
in view of the fact that the building faces on an important street which itself 


has a long up-hill grade and which is utilized as a bus line and for heavy 
truck transportation. 


Gnour-Prav Tuerapy FACILITIES 


In order to provide a suitable space for conducting individual and group- 
play therapy with young emotionally disturbed children, a special room was 
constructed. Frequently during play therapy sessions excessive amounts of 
water may be spilled on the floor, or highly disturbed children may smear 
paints and other substances on the walls purposively or accidentally. Such 
hard usage required serious thought in the construction of this room. To pre- 
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vent water seepage through the floor only half of the reinforced concrete floor 
was poured originally. When this dried thoroughly a waterproof substance 
was spread over the entire area. The remainder of the concrete floor was 
was poured. Flexachrome tile (plastic asbestos) was placed on the floor for a 
finished surface. 

‘A ceramic tile wainscoting was installed, permitting easy cleaning of wall 
areas. Counters, benches and tables are of hard maple to resist pounding and 
other unusual usage. The room is equipped with sandbox, sinks with running 
water, extensive toys and equipment. It also is utilized for a portion of the 
day as a nursery center for pre-school blind children. At the north end of 
the play-therapy area is an observation room seating twelve persons and 
equipped with one-way windows, amplification and apertures for motion 


picture cameras. 

A second play room is also included on the second floor. This room is for 
diagnostic and educational purposes involving pre-school children. For ex- 
ample, a group of four pre-school mongoloid children utilize the facility two 


mornings a week during a speech improvement experiment. Pre-school deaf 
and hard-of-hearing children make use of this same room several half-days a 


week. The second floor also houses a well-equipped laboratory for research, 
a staff lounge, a small public waiting room and ample office space for eight 


doctoral candidates and clinical assistants. 


A Costiy UNDERTAKING 


Inc., i ietv for the Prevention o 
ac; the NEUE ae National Society for Crippled Children and 


Adults, Inc., and from private funds of numerous individuals. The combined 
efforts of these many groups, together with the interest of the university itself, 
contribute to a program dedicated to the best in education for thousands of 
exceptional children throughout the United States and other countries of the 


world. 
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THE USE OF PANEL FORUMS IN SPECIAL 
EDUCATION SUBECTS AMONG 
COLLEGE STUDENTS 


FRANCES KOENIG 


When people gather together for any purpose and talk, a discussion group 
has been formed. When some in the group listen while others speak in turn, 
a panel has developed. When the audience then participates freely and dis- 
Cusses and questions openly what has been offered by the panel, a panel forum 
has come into being. 

Utilization of panels as a form of disseminating knowledge resulted from 
the efforts of the American Association for Adult Education. Panels came to be 


s it stimulates the student body to some 
concern in the field of special education, Another purpose is to orient under- 


The series have been, in the main, panel forums which are held in a large 
lounge of Hunter College and are planned about a year in advance of the date 
of meeting. We rotate programs so that no area has been repeated for approxi- 
mately four years. All types of exceptionali have been included: namely, 
the visually and acoustically handicapped, the orthopedic and cardiac, the 
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gifted and mentally retarded, the cerebral palsied, the brain-injured, those 
with convulsive seizures and with special health problems, the emotionally 
disturbed and others. We have held panel forums concerning all of these, not 
only from the point of view of educators but also from the aspects of social 
workers, medical personnel and therapists of all types; not only in childhood 
but also into adulthood. Some of the programs have been titled: The Child 
in the Hospital; The Handicapped Speak for Themselves; Meeting the Needs 
of the Cerebral Palsied — Medically, Educationally and Socially; Parents 
Look at the Education of their Gifted Children; The Muscular Dystrophies; 
The Physically Handicapped Child from Two to Five; and The Prevention 
of Juvenile Delinquency. 

It has been the practice to have a small program committee of from four 
to six people, since it is the membership of the Chapter which decides upon 
each year's plan in advance. Usually during the May business meeting the 
succeeding year's program is set up. On the whole, we have held panel forums 
in October, November and December of the fall semester, and in March, 
April and May during the spring term of the school year. On occasion we 
have found a need for and extreme interest in certain areas to be pursued 
further. For those we have found it expedient to hold two meetings on the 
same subject. This occurred at the time of the panel forums on The Brain- 
Injured Child and on The Child with Endocrine Disturbances. 

- The duties of the program committee are set by the executive committee and 
the chairman of programming. This committee is appointed by the executive 
and is directly responsible to her. The chairman invites speakers and moder- 
ators of note in their special fields several months in advance of the panel date. 


Publicity for each panel is then set in motion through the efforts of one 


member of the committee whose task it is to send notices to other colleges, 
to schools, to boards of education in and around the metropolitan area, to 
newspapers that carry items of this type, and to the New York City radio and 
television stations. These announcements are usually placed so they are 
publicized both in advance of the panel date and on the day of the meeting. 
Another member sends notices to the evening session student newspaper and 
to the faculty newsletter of the college. A fourth member mails mimeographed 
copies of the panel program to chapter members, to other chapters, to a list of 
individuals, and to organizations and agencies interested in the field. A fifth 
member places all notices in the letter boxes of the instructional staff and on 
all bulletin boards of the college. 

The sixth member of the program committee is the reporter, who summa- 
rizes the important elements of each panel forum for our annual publica- 
tion, Education Special and who sends pertinent information concerning them 
to the national executive body of the International Council for Exceptional 
Children and to the New York State Chapters. They, in turn, print these 
items either in Exceptional Children, the journal of the Council, or in its 
monthly Bulletin for possible use in similar programs by other chapters 
throughout the country and Canada. At times, a reporter has been sent by the 
School of Journalism of Hunter College or Columbia University or by the 
Instructional Materials Center of the Board of Higher Education serving the 


four municipal colleges o£ New York City. Occasionally students are asked 
to report to class by their instructors or incorporate the information into term 
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papers or studies. We have utilized these, too, as a part of our program of 
education, and have given these individuals a by-line in our own publication. 
This, we feel, is a fine method of training students professionally and of 
broadening the base of special education. 

Arrangements for the use of the lounge are made several months in advance 
of the year's calendar and all physical needs are taken into account. 

Seating arrangements are in the form of an L, with the speakers’ table, 
chairs, microphone and podium at the meeting point of the L and the 
couches, chairs and folding chairs reaching out from that point in both direc- 
tions of the lounge, so that all can see and hear equally well. The panel 
members are seated in a semi-circle at the table so that they can both see and 
hear the audience. When there is a motion picture or slides to be shown, a 
projector is brought in. 

A table is placed near the rear entrance for literature, either Chapter or 
Council, or materials contributed by the agencies or organizations cooperating 
in the panel forum for that evening. All reading matter is free to the audi- 
ence and no solicitation of any funds is permitted. The programs for the 
evening are distributed by chapter members as individuals enter the lounge. 

The personnel involved in the actual panel includes the presiding chairman, 
who is ordinarily the president of the Chapter. It is his duty to introduce the 
speakers to one another before the meeting takes place and to explain the 
Physical set-up, the time limits for each, and other data required for that 
particular evening. The chairman opens the meeting with greetings and 
announcements centering around the topic for discussion, and closes it with 
words of appreciation for the contributions made by the panelists and members 
of the audience. She mentions the topic and date for the following panel 
forum and invites all to partake in the social hour and refreshments which 
follow each meeting. Since this chapter functions under the aegis of the 
college, we have a faculty adviser. She comments upon the topic for 
discussion and coordinates some of the thinking in the area so that students 
either in graduate study in special education or those who plan to enter such 
study will find further clarification of the subject. 

It is the moderator's task to act as middleman or mediator between the 
members of the panel and the audience. This is a person well-skilled in tech- 
niques of handling an audience and in stimulating participation in the forum 
phase of the evening; and is usually an expert in the area under consideration. 
The moderator plans with the panel members prior to the meeting, encourages 
and directs questions asked by members of the audience to the proper panelist, 
and summarizes the problem and possible solutions at the close of the meeting. 

The panel members take their turns according to the program plan in 
expressing their views concerning the topics they had chosen in reference to 


the subject and then respond to questions from the audience as the moderator 
calls upon them. 

The purposes have been carried out by the application of audience partici- 
pation for the more complete realization of the learning process and for the 
expansion and clarification of the points of view expressed by the panelists. 
Audiences ask their questions from the floor and often direct them toward 
a particular speaker. It has been our experience that these questions are 
prefaced by a statement of belief or fact and are in themselves stimuli for 
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further discussion not only by the speakers but also by other individuals in the 
audience. They add to the information which the speakers have proposed and 
sometimes present a refreshing and invigorating point of view concerning some 
phase of the topic. 

Most meetings run for about an hour and a half; the social gathering lasts 
about three quarters of an hour. We generally request the use of the lounges 
for from seven to ten o'clock. The informal contact and manner lend a warm 
tone to the meetings and the resultant relationship continues into the refresh- 
ment hour. Panel members are approached for personal conversation and 
sometimes have difficulty in getting to their coffee or tea! This is also the 
time for light talk, fun and plans of various sorts. 

We have employed audio-visual aids from time to time through the seven 
years of existence. The films or slides have been an excellent adjunct to 
the theme. We have not yet used the tape recorder sufficiently to warrant a 
good library of such material. It is our hope that the future will bring with it 
a permanent collection of panel forums in the form of tape recordings so that 
students and instructors may borrow them for classroom use in the four 
municipal colleges. 

It has been our experience that the psychodrama or sociodrama is a fine 
springboard to bring to the audience and speakers thoughts for the panel to 
follow. On occasion we have called upon people who themselves deviate from 
the average physically to tell their own stories or to demonstrate some tech- 
niques or abilities which they have evolved, not only for themselves, but also 
for others similarly exceptional. Some of their techniques have been carried 
into the classroom with great success. Others have been modified by teachers 
for use with their own classes in grade schools and still others have been 
incorporated into several curricula for the education of physically exceptional 
children, At times we have had exhibits of materials for the exceptional 
along with the panel of the evening, and at others we have been fortunate to 
have children who exemplify the problem presented and the medical, educa- 
tional and psychological methodology demonstrated to the audience intro- 
ductory to the panel forum. 

This form of adult education seems to have advantages that may outweigh 
other types. Panel forums influence and stimulate the audience to the point 
of actual participation in the meeting and discussion after the entire evening 
has passed. Frequently we receive mail from an observer or a request from 
another chapter for a complete panel forum-setup so that they, too, can hold a 
similar meeting in their own local chapter and city. Since members of the 
audience are inclined to declare their own ideas, they feel free to express them- 
selves to the group. This informality lends itself to a solidification between the 


speakers and the audience and forms a bond of understanding at this meeting 


of the minds in the thinking through of a problem. Not only is this helpful 
al and social experience which 


for ease of discussion, but also it is an educational ar : 
grows with succeeding meetings. Interest in special education expands and 
requests are honored both for membership in the Hunter College Chapter of 
the International Council for Exceptional Children and for courses in special 
areas. This information is a spur to further investigation for some individuals 
and broadens their scope of knowledge in these fields. It also serves as a basis 


for research projects which our own chapter conducts. 
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However, there are limitations to this type of meeting. The limits imposed 
upon the question and answer period deter all audience members who wish to 
share in the discussion from having sufficient time for being heard. Sometimes 
a poorly trained moderator is inept in handling the forum element of the 
meeting or, without malice, attempts to answer the question rather than turn- 
ing it over to the expert on the panel. Then, too, the timid in the audience 
may shy away from a question or from making a good point, and the aggres- 
sive may attempt a long-winded statement to show his erudition or to express 
some negative quality in his own personality. Such persons may antagonize 
the speakers or the audience. The need for an excellent moderator becomes 
quite apparent in these instances. 


As in all endeavors there have been both successes and failures. lt is a 
source of amazement to us that there has not been as much interest in the 
visually handicapped or in the muscular dystrophies as in convulsive seizures 
or in the orthopedically handicapped. It is ever a wonder and a challenge as 
the time for meeting approaches to see how many individuals are concerned 
with an area and yet not in another closely allied to it. Then, again, there 
are people who attend one or more meetings each year and there are others 
who have been present at many throughout the years. There are a few who 
have come once and have never returned. There are instructors at the college 
who attend these panel forums with their classes that would ordinarily be 
in session during those hours and whose subject would be aligned with the 
topic. Some of these classes have been in special education, while others have 
been in psychology, physical education, nursing education, early childhood 
education and music education. 


This method of adult education has indeed been a remarkable experience 
for us of the Hunter College Chapter. Our sights are set and our ears are 
ever at the listening post for new and challenging areas to enter. We are 
constantly aware of and alert to the needs of the deviate. Our hopes are 
raised for the dynamic acceptance of that challenge by those whose life's work 
centers about those who are exceptional. 
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Sample Panel Progran. 


I 
THE HUNTER COLLEGE CHAPTER 


International Council for Exceptional Children 
sponsors 
"Opportunities in the Field of Special Education" 
Third in a series of meetings in Special Education 
during the school year of 1953-1954 


MODERATOR 
Dr. Francis P. Conner - Instructor, Hunter College 


PROGRAM 


Mn. Samuex Srretcuer- Chairman of Committee on Licenses 
for the Education of the Physically 
Handicapped, Board of Education. 


“Opportunities in Special Education Offered by the Board 
of Education in the City of New York” 


Dr. Josepu Fenton - Department of the Physically Handicapped, 
State Education Department. 
“Opportunities in Special Education Offered by the State of New Yor P 


Dn. Erena Garr - Coordinator of Special Education, Hunter College 
"Some Competencies Which Are Being Sought in Teachers of 
Exceptional Children" 


DATE TIME PLACE 
Dec. 14, 1953 7-10 p.m. North Lounge - 3rd floor 
Mon. 


REFRESHMENTS 


Officers: 
Pres. - Frances G. Koenig 
Prog. - Sara Lopinto, Hilda Kash 
Secy. - Mary Fuccella 
Treas. - Hana Hartman 


Approved: 
Prof. Philip R. V. Curoe 
Chairman, Dept. of Education 
Faculty Adviser: 
Dr. Elena D. Gall 
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Sample Panel Program 
II 


THE HUNTER COLLEGE CHAPTER 


International Council for Exceptional Children 
in cooperation with the 
National Society for Mental Health 


presents 
"Our Troubled Children" 
Frnsr in a series of meetings in Special Education, Hunter 
College, during the school year of 1954-1955 


MopznaTOn: 

Margaret T. Ross, M.D., - Director of the New York State Society for Mental Health 

Procram: 

Psycuopnawa -WITH YOUR HELP - produced by the Denes Psychodramatic 
"Theatre 


CAST INCLUDES: 
Psychiatrist - Reid Hanson 
Father - Richard W. Schuman 


Mother - Norma 

George - Robert Boucher 
John-Orlynn Bosse 
Betty -DeAnn Mears 
Rose - Lee Sanders 


Narrator - Frances Whiting 
Dinecror-Gyula Denes Propucrion Assistant -Georgia Phillips 


Discussion will be conducted by Lauretta Bender, M. D., Senior 
Psychiatrist, Bellevue Hospital, New York City 


DATE TIME PLACE 
Mon., October 25, 1954 7:30-10:00 p.m. 3rd floor - North Lounge 


REFRESHMENTS 


Approved: Officers: 
Prof. Philip R. V. Curoe Pres. - Frances G. Koenig 
Chairman, Dept. of Education Prog. - Hilda Kagan 
Faculty Adviser: Sara Lopinto 
Dr. Elena D. Gall Miriam Ehrlich 


Secy. - Mary Fuccella 
Treas. - Hana Harman 
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CHAPTER V 


PARENT EDUCATION 


THE IMPORTANCE OF EDUCATION FOR 
THE PARENTS OF EXCEPTIONAL CHILDREN 
BY DOROTHY DAVIS SEBALD 


SELF-UNDERSTANDING FOR THE PARENTS 
OF HANDICAPPED CHILDREN BY JULIUS B. 
RICHMOND 


THE PARENTS OF EXCEPTIONAL CHILDREN 
BY HENRY M. LIGHT 


THE GROWTH: AND DEVELOPMENT OF 
EXCEPTIONAL CHILDREN BY ISAAC JOLLES 


THE PRE-SCHOOL EXCEPTIONAL CHILD 
BY VERNA S. CARLISLE 


THE IMPORTANCE OF EDUCATION FOR THE 
PARENTS OF EXCEPTIONAL CHILDREN 


DOROTHY DAVIS SEBALD 


As the study of exceptional children progresses, the importance of the 
parent's role in the child's development and adjustment becomes more evident, 
and the need for increasing the parent's understanding of his exceptional 
child more apparent. The physical and emotional dependency of the excep- 
tional child upon his parent and the parent's reaction to this dependency and 
to the fact of the child’s deviation from normal are being recognized as im- 
portant factors in the child’s total life pattern. As a result of the increased 
knowledge of this interaction between the exceptional child and his parent, 


new and improved methods and techniques of parent education are being 
evolved and tested. 


Definite programs of specialized parent education have been instituted by 
many of the foundations, associations, agencies and societies established to 
study and serve the deviate. Notable among these are the parent education 
programs of state and federal governments, and of such service organizations 
as the United Cerebral Palsy Association, Inc., the National Society for Crip- 
pled Children and Adults, Inc., the New York Association for the Blind, the 
National Tuberculosis Association, the American Heart Association, the Child 


S SUCCESS tment of his parents and the parent's ability 
to care for his child 1n ways proved fitting for the child's needs. Their purpose 
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It is generally agreed by psychologists that children reflect the social and 
emotional adjustment of their parents. This is true particularly of severely 
handicapped children who are of necessity bound closely to their parents emo- 
tionally and are dependent upon them for the simplest and most primal satis- 
factions. It is true, as well, of the gifted child whose deviation is so marked 
that it sets him apart from his peers, and who must seek stability and security 
from his parents to a greater extent than the normal child. The mental health 
of the parent thus becomes of paramount importance in the emotional and 
physical well-being of the child and hence should be the first and most im- 
portant goal in parent education. 

Most parents anticipate the birth of a child with high hopes for its future. 
They hope that their child will be well endowed with intelligence, physical 
attractiveness, health, and charm. They anticipate that their child will have 
good and satisfying social relationships, academic success, vocational satisfac- 
tion, spiritual well-being, and a wholesome development into adulthood with 
its associated self-sufficiency and independence. 

When a child is born with a handicap or is handicapped by injury or 
disease, these anticipations of the parent are rudely disturbed. The parent 
must learn to live with the knowledge that many of the life satisfactions 
enjoyed by the average person will not be possible for his child. He anguishes 
both for his child and for his own frustrated hopes and dreams. Often he 
feels that he is in some way responsible for the handicap of his child and 
develops anxiety and guilt. It is necessary for him to resolve his own conflict- 
ing emotions regarding this unexpected and unwanted situation before he can 
begin to help educate his child toward the attainment of a reasonable adjust- 
ment to society within the framework of his handicap. 

Parents of handicapped children, like the parents of all children, are striv- 
ing to attain social and emotional security in their own lives. They are still in 
the process of learning to assume adult responsibility for the care and support 
of their new families, These adjustments to marriage and parenthood are a 
normal phase of living through which all parents pass. For many persons these 
adjustments are made easily and without undue strain, and the advent of a 
handicapped child in the family may not seriously or permanently affect them. 
Other parents make these adjustments precariously and the entrance of a 
handicapped child into the family under these conditions may be so traumatiz- 
ing that those adjustments which have been made disintegrate. 

The degree to which a child’s handicap affects the parent's emotional and 
mental health depends not alone upon the nature or intensity of the handicap 
sustained by the child but also upon the personality structure of the parent. 
His past experiences, his emotional and social maturity, his present and poten- 
tial economic condition, and his present life situation all contribute to his re- 
action to his child. One parent may feel that even a minor handicap suffered 
by his child is an overwhelming catastrophe; another is able to accept a child 
with marked deviation without appreciable loss to his security and serenity. 

Whatever the parent's previous adjustments have been, a new adjustment 
consciously or unconsciously begins at the moment he is aware of his child’s 
deviation from normal and continues in some measure throughout his life. 
Without guidance (and in many cases with it) the parent finds difficulty in 
achieving even a partially adequate adaptation to this new condition. It is 
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important, therefore, that the planning for the initial education of the parent 
should be in terms of the parent himself and of the impact the handicapped 
child is making on his life. 

Probably the greatest skill in parent education is needed at this point. In our 
culture most parents of handicapped children will accept, and assume respon- 
sibility for, the physical care and treatment of the child according to the soci- 
ally approved practices in his community, but there are other problems, quite 
apart from the social, legal and physical aspects of responsibility which he may 
find difficulty in resolving. It is the intangible emotional acceptance or rejec- 
tion of the child as a loved and respected member of the family that is so 
important to the life adjustment of both parent and child. The difference 
between a welladjusted person with a handicap, sharing in a wholesome 
family relationship, and a person with a handicap perceived as a burden, a 
family liability and an object of perpetual sacrifice often lies in the initial 
rejection or acceptance on the part of the parent. This early rejection or accep- 
tance, once determined, works toward the benefit or detriment of the child. 
When a parent can be helped, through psychiatric, psychological or spiritual 
processes, to examine and clarify his feelings about his child, he often finds that 
his child can be accepted wholeheartedly and welcomed into the family group. 
When the parent, by reason of his own insecurities and anxieties, is unable 
to accept his child he can be aided in the understanding of. his emotional 
reactions and taught to deal with them in such a manner that the child will 
not be adversely and irreparably affected by them. 

Relatively few persons are trained before parenthood in the care, education 
and discipline of children. Parent and child usually learn together as the child 
develops and grows. Mistakes that are made in child training are usually 
overcome by the successes achieved. With the exceptional child, however, the 
care, education and training are more difficult and more complex. The dy- 
namic force of the handicap and its resultant effect upon the personality of the 
child may make each step in his training of utmost concern. Mistakes made 
with the normal child may be telatively harmless because of his strong drive 
toward normality and because of his flexibility in learning, unlearning, and 
relearning. The same mistakes made in thé training of the handicapped child 
may be costly to the child’s adjustment to life. Because parents realize the 
significance of mistakes in the care or training of the handicapped child they 
often become uncertain, confused, unduly apprehensive and overwhelmed 
with a sense of inadequacy and responsibility. Realistic teaching of the funda- 
mentals of child development and training both for normal children and those 
with handicaps should be a part of all parent education programs. Knowledge 
of what can be expected of all children will help the parent to a better under- 
standing of what he should expect of his own child. 

Educating the parent in the physical care of his handicapped child is of 
extreme importance since his development, his well being and often his very 
life depend upon it. Many times the parent of a handicapped child must 
assume the physical care of his child within a very short period after his birth, 
and without adequate knowledge of the nature or extent of the handicap, the 
basic principles involved in its treatment, or the implications for harm inher- 
ent in deficient or insufficient care. The parent needs to be helped to gain 
the specific skills and techniques tequired to carry out the physical treatment 
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prescribed and recommended by the physician. The education of the parent 
in the physical care of his child is usually begun by the physician, and his 
supervision and guidance are of inestimable value to the parent. His services 
are not always readily available, however, and often the physical therapist 
assumes the role of educator. In many instances the therapist is the only pro- 
fessional contact the parent has between infrequent visits to the physician, and 
must support, reassure, and counsel the parent as well as teach the techniques 
and skills of physical care? The therapist's attitude toward the child and his 
handicap may decisively determine the parent's actions and behavior. The 
objectivity, optimism, cheerfulness, naturalness, sympathetic care and realistic 
acceptance of the child shown by the therapist provide a pattern of behavior 
for the parent who, having no previous experience in this role, is striving for a 
mode of behavior which is good for his child and satisfying to his own needs. 
There is great need in the life of the handicapped child to be able to enjoy 
satisfying social relationships with both his peer group and with adults. He 
reaches out with pathetic eagerness for the friendship and understanding he 
needs, yet may find great difficulty in forming the relationships he so ardently 
desires. The simplest relationships, taken for granted by the normal child and 
his parents, are often laboriously and painfully acquired by the handicapped 
child, and the parent needs to be educated in ways of teaching his child to 
behave which will be socially and emotionally acceptable to other children 
and adults. The parent needs help in the difficult task of making his child 
feel wanted, acceptable and lovable while coping with his bewilderment and 
unhappiness when his overtures of friendship are rejected and ignored. The 
parent may find that his own social adjustment is inadequate and his own 
ability to form satisfying and worthwhile relationships faulty. Often parent 
and child must learn simultaneously the arts of social amenity and friendship. 
Despite continuous efforts to educate the general public toward an under- 
standing of physical, intellectual or emotional deviation there still remains 
much to be accomplished before the handicapped child is accepted for himself 
the handicapped child must be educated in ways of 


alone. The parent of 
preparing the child for the varying reactions he will receive when he ventures 
e in its activities. Communities 


into the community and attempts to engag 
differ in their acceptance of handicapped persons, and the parent may become 
bewildered, resentful, and embittered at the treatment accorded his child. 
Skilled education of the parent can prepare him for community reaction and 
can help him prevent situations from arising which could be harmful 
to the child's ego structure and to his future ability to take part in community 
life. Parent education can help the parent to understand and tolerate ignor- 
d prejudice toward his child's handicaps and teach him 
ways of transmitting to his child the necessary recognition and acceptance of 
the vagaries of human attitudes toward handicaps. 

New problems arise when the handicapped ch 


of the classroom activities. 
academic life are relative 
handicap presents a much 


of our smaller communities, facilities for educating the handicapped are limited 


um. of 


of handicapped children. The parent, desiring educational opportunities for 
his child equal to those provided for the non-handicapped child, may encoun- 
ter resistance, resentment, hostility and opposition to the inclusion of his 
child in classes of non-handicapped children, or to the education of his child 
in ways commensurate with the child's abilities and needs. Seeking educa- 
tional opportunities for his handicapped child the parent may move his family 
to a less desirable community and sacrifice his family’s comfort, pleasure and 
wellbeing for the desired education. 

Educating the parent in ways of securing educational advantages for his 
child within his own community will often forestall loss of the desired goal 
through ineptness and inexperience. The specialized techniques of overcom- 
ing misunderstanding, prejudice or apathy toward the education of the handi- 
capped child have been developed by trained workers laboring over the years, 
and timely and appropriate parent education in this area is especially impor- 
tant. 

It is at this time in the child's life, also, that a reassessment of his potential 
educability is required, and the parent must be given help to understand the 
implications inherent in this. The parent of a handicapped child needs to be 
aware of the particular educational problems of his child. He needs to know 
how and what his child will be taught. He needs to know the special aims and 
goals of his child’s education and something of the methodology that will be 
used to achieve them. Realistic appraisals made by the physician, the psychol- 
ogist, and the eduéator demand an objective approach and understanding on 
the part of the parent. The parent must be educated to understand what the 
various measures of the child's abilities and aptitudes mean in terms of the 
child’s educability, his social relationships and his vocational possibilities. 
Frequent conferences with all those engaged in the education of his child are 
desirable so that the parent is continuously aware of his child's achievements, 
his limitations and his abilities. 

This phase of parent education, lasting over a period of many years, should 
be undertaken from both a long range view and from frequent evaluations of 
short term gains. An important point to be noted here is that parent education 
which has been consistently rejected by some parents may be acceptable to 
them at this time, since problems of education are encountered by almost all 
parents, and the parent may feel free to accept help in this area which he could 
accept in no other. Skillful help offered at this time may open the way for 
other important services to the child. 

The adolescence of the handicapped child presents problems which are 
common to all children but may be exaggerated and intensified in children 
who have been denied the opportunity of leading normal lives. Often, how- . 
ever, it is the parent and not the child who finds the adolescent period difficult. | 
Many parents who have been able to accept the limitations imposed upon their 
child during his early years resist the continued existence of the limitations 
as the child approaches adulthood. There is oftert a resurgence of the initial 
emotional reactions present at the time of the child’s birth or injury, and the 
parent needs help in re-examining his emotions toward his child, himself and 
society. By this time in the child’s life frustrations, irritations, disappointments, 
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or non-existent. More serious, however, than the absence or presence of exist- 
ing educational facilities is the attitude of the community toward the education 


EDUCATION FOR PARENT: 


and sheer tiredness may have accumulated in the parent to a degree where he 
temporarily loses his objectivity, his equilibrium, his optimism and his per- 
spective. On the other hand if the child's handicap has not been severe and 
the parent's overindulgence or overprotectiveness have been marked, the 
parent may find himself confronted by an adolescent who is retaining the 
prerogatives of childhood without accepting the concommitant responsibility 
of growing up. Relationships between parent and child that have been 
mutually satisfying may suddenly be recognized as emotionally harmful to 
both, and a new type of relationship developed which will be beneficial to both 
the older and younger adult. The physical and emotional approach to adult- 
hood by the exceptional child demands from the parent new modes of behavior. 
Whatever the child's adjustment has been, this new period in his life is a criti- 
cal one, and the parent needs help to understand it and to support his child 
through it. 

The education of parents of handicapped children takes many forms. The 
first, and probably the most difficult, method is self-education. This may be 
the result of hard-won self-control and self-discipline, of independent study 
and research and of techniques learned through trial and error. Not all 
parents are capable of this type of education with its implications of high 
intelligence, diligence, perserverance, and strong motivation, although there 
are many that attempt it. Often such an attempt results in inadequate train- 
ing and care of the child and discouragement and despair for the parent. 
Usually parents welcome help and guidance in acquiring the knowledge, skill, 
and understanding necessary for the training of their child if it is offered in a 
manner that implies no threat to their self-esteem and independence. In many 
isolated areas, however, there is little professional help available and many 
parents must depend upon self-education both for themselves and their child. 
In a few cases the parent may feel that the problem of the care and training 
of his child is a personal responsibility and prerogative and resent any impli- 
cation that he is not fully capable of coping with the problem alone. 

A second method of parent education is that of professional assistance by 
those persons especially trained for this task. Each handicapped child needs 
treatment that is unique to his particular handicap and unique to him as a 
person. No one person, however competent, is equipped to render so compre- 
hensive a service as the child requires if his full potentials are to be realized. 
Team work of physician, therapist, psychologist, social worker and educator 
is necessary for the care of the child and for the education of the parent in 
implementing the recommendations and services of the team. The parent 
needs help in motivating his child to acquire and improve skills, to acquire 
knowledge, to form rich and lasting relationships and to develop the attributes 
of patience, perservance, diligence, optimism, cooperation and independence. 
He needs help to inculcate ethical values and standards of conduct appropri- 
ate to his abilities. Parents of handicapped children need help particularly in 
learning methods of effective discipline. The discipline of the handicapped 
child must be training in its finest sense, — consistent, firm guidance that will 
result in an emotionally secure child with realistic self-esteem, feelings of 
worth and adequacy and independence commensurate with his ability. 
These are teachings which the professional worker is trained to give in ways 
which will meet the needs of the parent as well as the child. 
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A third method of parent education is that which the parents of exceptional 
children give to each other. Increasingly this method is gaining in impetus and 
success. Parents meeting together discuss common problems, common needs, 
common aims and goals. They derive strength, understanding, knowledge and 
comfort from those who have actually lived through these same experiences 
or who are currently working their way through these experiences. 


Groups of parents working together for the common good of their children 
are proving a powerful force in obtaining from the state and federal govern- 
ments legislation designed to improve the treatment, care and education of all 
handicapped persons. Parents have formed study groups to improve their own 
understandings and skills, action groups to promote beneficial legislation, 
public relations groups to improve community understanding, and social 
groups to provide recreational opportunities for themselves and their children. 


The education of the parent of the exceptional child who is gifted intellec- 
tually or in special aptitude is no less important than education for the parent 
of the handicapped child. Such a parent has a deep sense of responsibility 
to develop his child's talents to their optimal usefulness to society and at the 
same time to assure his child of a rich, satisfying personal life. The parent 
needs direction and guidance to achieve these ends. 


The education of the parent depends increasingly upon the teaching done 
by professional personnel. Effective parent education is based on the sound 
knowledge of the principles of mental hygiene for both parent and child, of 
comprehensive knowledge of the nature and extent of the child's deviation, 
on knowledge of the appropriate treatment and care of the child and upon 
realistic knowledge of the child's strengths and weaknesses. 


Education for parents of exceptional children is still in its beginning 
stages despite the rapid gains it has made in the past several years. It is still 
far from adequate both in scope and quality. Much needs to be learned of the 
parent's role in parent education and of the significance of parent reaction 
to the education available to him. More specialized knowledge as well as 
improved methodology is necessary on the part of those who would venture 
to help educate parents. 


It is hoped that the time is not far off when every parent of an exceptional 
child will be able to obtain professional help that will enable him to assist his 
child in becoming an integral part of his family and his community, contribut- 
ing to family and community life according to his abilities and receiving status 
and recognition from his family and community according to his needs. 


SELF-UNDERSTANDING FOR THE PARENTS 
OF HANDICAPPED CHILDREN* 


JULIUS B. RICHMOND 


The parents of all children—handicapped or normal—are interested in help- 
ing children grow into mature, self-reliant persons who have the capacity to 
contribute to, as well as to take from, the community in which they live. 
The success with which this objective is attained is to a considerable extent 
a reflection of the understanding which parents have not only of their chil- 
dren, but also themselves. For if parents do not understand themselves, they 
may, by superimposing emotional complications, increase the difficulties of 
children already subjected to a handicapping condition. This may minimize 
the child’s effectiveness in dealing with his problems. Therefore, by increas- 
ing self-understanding of parents as individuals we in turn increase self- 
understanding among children with the result that better adaptation to the 
handicapping condition and to the community may be facilitated. 

As parents grow in self-understanding, there are developed new and deeper 
insights into helping children to achieve their greatest potentialities. A parent 
may develop new skills with which to help the child, and also learn to provide 
realistically for many of the specific needs of the child. But perhaps most 
significantly a parent can begin to understand that he may be limiting the child 
too much and thereby thwarting growth, or he may make the child insecure 
by asking too much from him at another time. Parents may increase their 
understanding to the advantage of the child in various ways. These group 
themselves about the significance of physical care; the development of 
independence; and self-understanding by sharing. 


SIGNIFICANCE OF PuysicaL CARE 


Parents of a handicapped child have basic concern about the full signifi- 
cance and extent of the child’s handicap. This concern may be obvious; often 
it is subtle. Parents of a child with a deformity uneasily ask their physicians 
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rather diffuse and evasive questions about the condition when they really 
want to have some reassurance about not having any responsibility for the 
causation of the handicap. Particularly in the early days of adjustment to the 
full impact of the handicap, self-understanding stems from the sharing of one's 
doubts and anxieties. 

The importance of an adequate program of medical care and ancillary serv- 
ices in all communities in order that all parents may be assured realistically 
that they are receiving the best possible help with their problems cannot be 
emphasized strongly enough. Certainly the impetus given by organizations 
such as the National Society for Crippled Children and Adults toward the 
nationwide attainment of high standards for the care of handicapped children 
has been a source of comfort to many parents. The program of providing 
scholarships of various kinds has made it possible for many communities to 
provide increasingly better services to the handicapped. Out of the continuity 
of care provided by professionally qualified personnel and from the reduction 
of doubts and anxieties, there develops a more effective relationship with 
children. 

Out of an adequate medical program in which parents have invested energy 
—and often money—come feelings of security in relation to the management 
of the child and also the courage to face the future. These can come in no 
other way. To illustrate, when parents of a child with progressive muscular 
dystrophy come to a physician he may be often embarrassed by the gratitude 
extended to him as a physician who admittedly is powerless—as are all others 
—to interrupt the progress of the disease. Physicians can begin to understand 
that these expressions of gratitude have real meaning when they stop to realize 
that in these visits the parents have had an opportunity to share their anxieties 
with physicians who have the most information, that they have been able to 
ask questions which all parents want to ask, and perhaps most significantly— 
that they have received reassurance that everything possible has been done 
to help their child. 

Parents have the further reassuring factor that medical science is constantly 
discovering and seeking new information through research. Although research 
isn’t often translated into personal terms, the support of research by parents 
or groups of parents provides them with hope, without which it would be 
difficult to face the future. Resources and energy often are expended heavily 
in the direction of service to patients while research suffers. As a physician 
and investigator, I must call to your attention that research is a very personal 
investment of all. For when research dries up, hope for the future vanishes. 


DEVELOPMENT OF INDEPENDENCE 


To help children grow to maturity they need to be permitted to exercise 
increasing responsibility as age increases. Perhaps one of the greatest problems 
for parents in the rearing of handicapped children is the achievement of a 
delicate balance of understanding needed to determine how much responsi- 
bility is appropriate for the age and condition of the child. Over-protection 
ceases to be protection and may retard progress. Unforuntately, no rule of 
thumb can be employed with success; each child has his unique problems and 
rate of development. 


p. 


SELF-UNDERSTANDING FOR PARENTS 


Growth does not occur unless it is provided with building blocks. We have 
defined certain building blocks for physical growth which have become well 
known in the form of proteins, carbohydrates, fats, vitamins, and minerals. 
The psychological development of the child also has building blocks. These 
are evidenced in the form of a sense of trust in him, respect for his individual 
differences, and stimulation to develop his greatest potentialities. This latter 
point could be defined as “accentuating the positive." 

A sense of trust in the child develops from the security he feels in those 
about him. The understanding which parents manifest; the capacity for 
patience which parents need to await progress, slow though it may be; the 
pleasure which they share as progress develops—all contribute to the develop- 
ment of the child’s sense of trust in his parents first, and subsequently in the 
world about him. For if parents cannot be understanding, accepting, and 
patient, their anxieties are communicated to the child and have added to his 
burden. 

Parents of handicapped children encounter problems similar to those parents 
of normal children face in dealing with individual differences. That no two 
so-called “normal” children are alike is now appreciated, An understanding 
of the unique problem of each child, his developmental rate, the fact that he 
may undergo a spurt at one time just as physical growth occurs in spurts, 
are all helpful. There is no normal level to which children and parents need 
aspire. “Mass-production psychology” which would tend to lower our sights 
to a “lowest common denominator” represents an unwholesome trend which 
we hope has been reversed. In order to understand the child’s individual 
patterns, parents must learn to temper preconceived notions of what they 
expect children to do. This sometimes requires help from professional person- 
nel outside the home who may provide us with a much more objective view 
of our relationships. 

Out of a deeper understanding of the individual differences among children, 
parents can help children to develop the unique capacities they possess. Rather 
than being predominantly concerned with what the child can’t do, parents can 
emphasize what he can do. With this emphasis we return to the importance of 
hope. Hope for the future must be placed in terms of positive achievement; 
it cannot be built on a psychology of defeat and despair. Emotions are contag- 
ious; a parent's feelings of defeat and despair are all too readily communicated 
to the child. The child cannot have high expectations when these are not 


shared by parents. 


SELF-UNDERSTANDING BY SHARING 


Perhaps the greatest opportunities for parents to improve self-understanding 
arises from the sharing of experiences. Discussions of experiences and prob- 
Jems with other parents of handicapped children provide an opportunity for 
increasing the depth of understanding of problems. Physician parents of 
handicapped children with much knowledge of the handicapping condition 
of the child have often related how much help and support they have received 
from other parents. As a matter of fact, all physicians can learn from parents 
if they will afford themselves the inexpensive luxury of being good listeners. 
There is much the professional can learn from ordinary, everyday incidents. 
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be using her time to better advantage. Mrs, Smith thought about it for a 
moment but replied that "the children would probably never remember 


A few words of caution are in order however. Occasionally, parents in their 
devotion to group activities may find an outlet for their problems at the expense 


The healthy sharing of experiences, supplemented by the sharing with pro- 
fessionally qualified people as indicated earlier results in ever increasing depth 


THE PARENTS OF EXCEPTIONAL CHILDREN* 


HENRY M. LIGHT 


As they are to all children, parents are of very great importance to the 
exceptional child. The child with a handicap is dependent on his parents for 
food, clothing, shelter; necessities of living—but children do not grow and 
flourish on necessities alone. The exceptional child is dependent on more 
—affection, love, understanding, attitudes and environment. These are the 
“extras.” These are the things that children have a right to expect from par- 
ents, just as parents have the responsibility of giving them. 

No teacher, doctor, professor, or nurse knows this as well as the parents of 
the exceptional child. A parent can better describe the importance, responsi- 
bility, joy, and work of guiding the exceptional child than can anyone else. 
For it is the parent who guides the deviate child in becoming a successful 
member of society. Successful in earning a dignified livelihood. Successful 
in the comradeship of a circle of friends. These are the aims of a parent who 


has an exceptional child. 


PERSONALITY Is [IMPORTANT 


“Your child is spoiled—he is a little stinker!” Has a child psychologist ever 
given you that diagnosis? A little degree of spoiling in a child, as in good, 
wholesome fruit, is necessary. Over-pampering the handicapped child is 
frequently the rule. This is done to make-up to him some of the things he may 
be unable to do for himself. It is the degree of "spoiling" that may be per- 
mitted in any child, but this is where parents find their greatest difficulty. IÈ 
a small degree of spoiling, prompted by love and affection, is permitted; 
it develops a child’s maturity and personality just as fully ripened fruit 
becomes more luscious, more desirable. 

* i ission of the Dept. of Public Instruction, State of Illinois, and 
ied by pee eet 3 Illinois Children’s Hospital-School Parent-Teacher-Staff 
Association, Streator, Ill. 
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Let not the degree of spoiling imply that firm discipline and respect for 
authority do not apply to the exceptional child. These children must never 
be allowed to exploit their handicaps. They should be given certain respon- 
sibilities, certain jobs about the home; things, of course, which they are capable 
of doing. Parents must endeavor to create an interest in these jobs, in order 
to simulate the child's enthusiasm. As good work habits are important in our 
maturity, it is extremely desirable that the handicapped child learn them early. 

We hear and read a great deal about the "I. Q."—Intelligence Quotient— 
particularly with regard to the exceptional child. There is another quotient 
that is very important and should be stressed more often. We refer to "P. Q.” 
—Personality Quotient. If a likeable and charming personality can be 
developed in the handicapped child, it will go far in aiding his acceptance 
by the general public. There can be no denying that people are reticent about 
their contact with a handicapped person, both socially and in business. If a 
parent can develop in the child a warm, likeable personality, he has done as 
much for his future as all the aids; such as braces, glasses and forms of therapy 
can do for his physical rehabilitation. 

When considering the future of the exceptional child, the question of 
paramount importance is how he will get along in society. How will he get 
along with people who we must expect to be in contact with each day of our 
lives? The fact that the child is exceptional or handicapped is not important; 
what is important is how his handicap affects his relationship with other peo- 
ple. Many parents avail themselves of every resource to rehabilitate the child 
physically, and neglect to develop his personality. The child's personality is 
an intangible thing, and we feel it is of such tremendous importance that 
parents should frequently seek the advice and council of an experienced and 


qualified child psychologist. 


ArrrrupEs ÅRE IMPORTANT 


Parents frequently lack a constructive attitude toward their exceptional 
child; usually they are over-anxious or over-protective. Parents do not have any 
first hand experience with a handicapping condition until the catastrophe 
occurs in their own family. Then it is only natural that they become over- 
anxious and probably expend a good part of their physical and financial re- 
sources rushing from one charlatan to another, waiting for a miracle to happen. 
It certainly behooves the parents of normal children to learn about and partici- 
pate in the programs as they are being developed for helping the exceptional 
or handicapped child. 

It is a general observation that children experience their greatest success and 
accomplish most in the things they like, and that interest them most. Parents 
can do much to create an interest in the commonplace jobs about a child's 
home life that will stimulate his desire to do them well. The child who has 
learned to enjoy the responsibilities of which he is capable has added materi- 
ally to his future growth. 


EMOTIONAL STABILITY Is IMPORTANT 


In a recent issue of the Psychiatric Review appeared a paragraph which may 
well be repeated here: “It is not fantastic, when one examines the physiological 


2204 E 


THE PARENTS OF EXCEPTIONAL CHILDREN 


and psychological situation of infancy, to trace the terrible insecurity in the 
soul of man today to the fact that his-mother, having something else to do, 
didn't stay at home and love him." 

Someone else has said that our first observation in visiting a backward 
country is that the children still obey their parents. The truth of this state- 
ment can be fully realized when considering the Eskimo. 'The Eskimo mother 
has no social life outside of her family. The mother's time and energies are 
devoted entirely to preparing the food, the clothing, and to the raising of her 
children who are emotionally stable. They grow into adult life respecting and 
obeying their parents. 

Eskimo children are neither tense, sensitive, nor excitable. They withstand 
hardship and pain simply because they are emotionally stable. Any child, 
particularly the exceptional child, can profit immensely in social acceptability, 
from his childhood on into maturity, if his mother has successfully instilled 
into him the emotional stability that develops his growth of character. 

Think for a moment how some children storm and fuss when they are 
taken to the dentist or even the barber. It hurts the emotionally stable child 
to have his teeth drilled; but he is relaxed, at ease, because of the security his 
mother's training his instilled within him. The development of the child's 
personality and character should begin with his birth. He should be fed 
whenever awakened. These are the two greatest needs of the infant. Can 
we expect the baby to smile and coo if he is hungry? Of course not; and how 
much character building can he get from a nursing bottle? 

The exceptional child, because of his inability to perform certain functions, 
often becomes emotionally upset. He becomes sullen or develops temper 
tantrums. For the parents to guide the child through these periods properly 
is a serious problem and responsibility. Special techniques are necessary, 
and few parents are aware of how to go about this special training. It is 
plainly evident that if a parent wishes to be successful he must acquire some 
special training and instruction himself. There is much excellent material and 
help available. And the parent who fails to undertake a broadening of his own 
knowledge is definitely shirking his responsibility. 

A few weeks hence, our small son will enter the hospital for an appendec- 
tomy. We are preparing him now, telling him what it will be like—not just 
the pleasant things, but that he will also experience a new kind of discomfort 
and hurt for a few days. He shall have the confidence that Mother will be 
nearby; that she will be able to spend some time with him reading his favorite 
stories. We look forward to this experience as being another step in the growth 


of his character building. 


RESPONSIBILITY 


Child psychologists have said that the exceptional child should be brought 
up the same as any normal child. This may be true in a sense, but surely the 
tional child, due to his physical limitations, presents many problems with 


excep l 
which his parents have had no previous experience. Parents could well profit 
by observing the example of professional workers in the field of special edu- 


cation, who must spend years of study at the college level before being allowed 
to work with the exceptional child. Parents too must become better informed 
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if they are to discharge their responsibilities and mature in the satisfaction 
that they have successfully reared a handicapped child. There is much excel- 
lent material available for parent study. The division of special education of 
our state is recognized as one of the finest in the country. They have materials 
about exceptional children that could be used by interested parents. Another 
unending source of information for parents is the National Society for Crip- 
pled Children and Adults. You know it as the Easter Seal Agency. Through 
its 2,000 state and local units, it provides local groups with films, speakers, and 
other services. These services are designed to help all parents acquire the 
knowledge needed for successfully raising their handicapped child to a mature, 
acceptable adulthood. 


THE GROWTH AND DEVELOPMENT OF 
EXCEPTIONAL CHILDREN" 


ISAAC JOLLES 


The most logical place to discuss the problem of the exceptional child is 
with the parents themselves, for they play such an important part in the shap- 
ing of their children’s personalities. Just as the kindergarten child molds 
Shapeless clay into a meaningful object, so do parents develop individual and 
distinct personalities out of their children by manipulating their environment. 


ENVIRONMENT 


Since parents are a definite part of their child's environment, their own feel- 
ings and attitudes tend to determine in one way or another the feelings and 
attitudes to be assumed by their child. Thus, a mother who has a fear of bugs 
will, by her behavior in the presence of bugs, teach the child to be afraid of 
them. A father who enjoys playing cards may very easily teach his child to 
have such an interest. 

In the same way the general attitudes of parents towards the child, their 
aspirations for him, tend to determine in many ways the reactions and general 
behavior of the child. In order to understand the real importance of this, we 
must go back to the very moment when the child is conceived, for he actually 
begins to have experiences from that very moment. With these experiences he 
is getting some idea of what we call "contact with environment," even though 
he is growing inside the mother. Furthermore, these are comforting experi- 
ences because they meet all of the child's bodily or biological needs. 

After nine months of this comforting contact with environment, something 
happens; the child is born. Birth is a shock to a child. He has been accus- 
tomed to the protection of his mother's womb. He has been fed constantly. 
He has been warm and happy. "Then all of a sudden, this comfort is taken 


*Used by special permission of the author, who is Staff Psychologist, Office of Superin- 
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away; he is beset with countless new pressures and pains. The birth experi- 
ence is just as hard on the baby as it is on the mother. 

This shock is called the “birth trauma.” “Trauma” is a Greek word mean- 
ing “wound.” The period of the birth trauma is a critical one because the baby 
suddenly realizes that the temperature is not the same; it is not constant, and 
food does not come constantly. All of a sudden he begins to wonder what is 
going to happen. He begins to develop all kinds of fears. 

Fortunately, the baby's mother is around. Her caresses and the feeding 
gives the infant the sense of security and love which-he needs to overcome the 
traumatic experience he had at birth. In this way the child learns to seek 
security and help from first the mother and later the father. Parents thus 
become very important people to the child. The infant is very sensitive to 
all of their reactions because he is constantly looking to them for guidance. 


Emorionat Gnowrnu, Is BEGINNINGS 


Parental guidance becomes very important to the child in his efforts to 
mature emotionally and mentally. At birth, and for several years following 
birth, the infant has no control over his primitive impulses. If he is hungry, 
he cries or tries to eat anything within reach. If he feels like throwing some- 
thing, he will throw it without any regard for the location of mother's vanity 
mirror. If he feels like pulling the cat's tail, he will do so without giving any 
thought to how the cat feels about it. This type of behavior is normal for the 
infant even though it is purely emotional without any intellectual control. 


"No, no!" and spankings from mother as well as scratches from the cat begin 
to impress the child with the fact that others do not approve of what he is 
doing. Since he has a strong desire to win the approval of others so that he may 
continue to feel secure, he will try to conform. He tries to control his impulses; 
thus, his intellect begins to play a part in his emotional life. This is the begin- 
ning of emotional maturity. Nevertheless, for quite some time the child will 
forget and throw a block, thereby breaking mother's mirror. Immediately, 
he will regret it rather than delight in the noise of the breaking glass. His 
emotions dominated his behavior even. though he knew the difference between 
right and wrong. 

After starting to school restraints and rebuffs from the teacher and other 
pupils result in the final stage of emotional development. The child learns to 
think first and then to act. Destructiveness becomes very rare. In the mean- 
time it is important to recognize that this emotional growth takes place because 
of the child's desire to win approval of his parents and his friends in order to 
make himself feel secure and wanted in his world. 


This process of emotional growth implies that all children have a desire to 
conform, to be like others. As one grows up, one learns by being like others, 
by imitating. One only has to be a parent to know that children are great 
imitators. The child gets the feeling that he will be secure and welcomed by 
other people just as long as he is able to be like them. He especially wants to 
please and to be like his parents, for they are the people he sees most of the 
time. And, they are the ones who, more than anyone else, helped to cushion the 
shock he received at birth. Later he imitates his playmates as well as his 
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parents. When something happens that he feels unaccepted by parents or 
friends, he will become emotionally upset. He will feel uneasy, insecure, and 
will hunt for some other methods of adjustment in order to protect himself. 
All children try to avoid pain and seek pleasure in their attempts to adjust 
to the world around them. That is why the most important thing parents can 
do is to make their children feel loved and wanted. From the child's point of 
of view security does not necessarily mean money but rather a feeling of being 
loved and wanted. There are many secure and well adjusted children who 
come from homes of the lowest order of poverty just as there are badly adjusted 
and insecure children coming from homes of the highest order of wealth. 


Mentat GrowTH 


We must recognize that as the child grows emotionally he also grows 
mentally, that is, in intelligence. Before a baby is born, he undergoes a certain 
amount of mental growth—not the kind of intellectual growth we usually 
think about, but the kind that enables him to move his hands and legs, to 
receive impressions from the outside world, and to make certain reactions in 
answer to these impressions. Nature prepares the child's mind before birth so 
that after birth he is able to adapt himself to his new and terrifying life outside 
the mother’s womb. 

But the parents have to prepare the child for his experiences in school, in 
social groups other than his family circle. In the very first stages of infancy 
the child learns by feeling and tasting. You have seen babies insist upon 
putting things in their mouth. That is how they learn about these objects. 
Later they learn from seeing and hearing. In this stage the deaf child has to 
depend entirely upon feeling and seeing, the blind child by feeling and hear- 
ing. These handicapped children make use of their normal senses to learn 
about their environment. 

With the assistance of the parents the child then begins to develop language. 
Language becomes the symbol for the objects around him—objects which he 
has learned about through feeling, tasting, seeing, hearing, and eventually 
smelling. Language becomes a very important mental tool. Parents can help 
the child's mental growth through helping him develop his language. This is 
ordinarily done by talking with the child, showing him pictures and compar- 
ing them to actual things the child has seen. Finally, reading stories to the 
child from picture books helps him to realize that there is some relationship 
between the pictures and the printed words on the page. In this way parents 
are actually preparing the child for learning to read when he enters the first 


grade. 


ACCEPTING THE CHILD 


So far, it would seem that our discussion has been confined to the normal 
rather than to the exceptional child. Actually, it has applied to the exceptional 
child, for the things that apply to the normal individual also apply to the 
handicapped. The child who is born deaf, blind, crippled, or mentally defi- 
cient has the same problems of mental and emotional growth. He as the same 
need for security as does the normal child. The chief difference is in the way 
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parents help the child to obtain this growth. The father and mother must learn 
how to capitalize on a child's assets rather than trying to. work with his handi- 
cap. 

Most important of all, parents must be able to accept the child for what he 
is, whether he be deaf, blind, crippled, or mentally deficient. Saying "I love 
my child in spite of his handicap" is not enough. The feeling of acceptance 
must be inside, not merely spoken. It should be remembered that very young 
children are sensitive to shame as far as love is concerned. Actions speak 
louder than words. i 

It is important that parents not be too optimistic about how their handi- 
capped child will turn out. If they really accept him, they will accept him for 
better or for worse. Many parents of exceptional children think in idealistic 
terms—in terms of the exceptional things that some other handicapped per- 
sons have accomplished. These parents have read about outstanding handi- 
capped people in novels. They have heard stories about the accomplishments 
of handicapped people. They have seen handicapped people portrayed in 
movies. They may have read the story of a deaf child who developed lip-read- 
ing to the point where he could read lips in seven different languages. Now 
it is possible that such a story is true, but most of the time they are nothing 
but fairy tales. Lip-reading is a great help to the deaf person; but so is the 
hearing aid. There is no getting away from the fact that deaf child is a handi- 
capped child and will always be handicapped. 

Pleasant or not, that is the attitude all parents must take if they expect to be 
at all helpful to their children. If a miracle does happen, and if it does turn 
out that the child gets along just the same as any non-handicapped person, 
it would be all to the good. It is really more likely to happen if the parents 
accept the fact that it probably will not happen. 

This may sound strange to the parents of exceptional children. When one 
starts setting impossible goals for a child, he or she will tend to drive, drive, 
drive him. The more the child is driven beyond his abilities, the more he will 
resist. There is too much pressure being put on him. He begins to feel uncom- 
fortable, and he develops what we call a state of anxiety. He worries. He 
begins to feel insecure, and one would be amazed at what such feelings can 
do to a child's ability to think. Pushing an exceptional child too much will re- 
duce his chances of being outstanding rather than increase them. 

This is part of the problem of accepting the child as he is, making him feel 
secure. It is rare that a parent drives a child to achieve beyond his ability for 
the benefit of the child. It is usually done because the parent is not satisfied 
with the child as he is. Of course, it is also rare that the parent is aware of this. 


Sicns or INsEcunrrv 


There are many symptoms of insecurity in a child's behavior. Temper 
tantrums, bed-wetting, shyness, stubbornness, and many others too numerous 
to mention are all signs of insecurity. The child who throws a temper tantrum 
When the parent denies him something is really saying, “You don't like me, I'll 
make you sorry." Punishment rarely puts a stop to a tantrum. The child's 
reasoning is, "You are spanking me. You don't like me. You don't like tan- 
trums; therefore, I will continue to throw tantrums.” This also explains why 
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ignoring tantrums eventually proves to be very effective in stopping them. 
Here the child's reasoning is, "You don't seem to mind my tantrums. There 
is no point in my keeping it up.” Then if the real cause of the tantrum, 
namely, the insecurity, is not dealt with, the child will quickly add, “I must 
think of some other way to make mama sorry." 


The insecure child wets the bed. His reasoning is, “When I was a baby, 
mother had to pay more attention to me. TIl still be a baby. I'll wet the bed.” 
Or, he will reason as does the child who throws tantrums— My mother does 
not like me. She gets so upset when I wet the bed. Goodie! I can get even 
with her for not liking me by wetting the bed.” 


We must always be aware of the fact that the child may not know why he 
is wetting the bed or throwing tantrums. We must also be aware that a 
mother can love her child very much and still not give the child that impres- 
sion. A mother who is very nervous, tense, and irritable because of some 
personal problems of her own may not be consistent in her dealings with her 
child. One moment she might not object to the child’s jumping on the studio 
couch, but a short time later she may scold the child for jumping because she 
suddenly becomes confused. Enough of such instances will make the child 
very insecure. 


Similar feelings arise in a child when the mother or father scolds him by 
saying, “You are a bad boy.” This essentially means to the child, “I am bad; 
therefore, my father doesn’t like me.’ How much better it would have been 
for father to have said, “Don’t do that. It is bad,” or "Don't do that; only bad 
boys do things like that." 


It is so important for parents of exceptional children to avoid such instances 
as cited above. Exceptional children, because of their handicap, are more 
sensitive and more vulnerable to situations which produce feelings of insecur- 
ity. The infant usually is not aware of his handicap until he goes to school. 
Then he certainly becomes aware of it. It is so important to contribute much 
to his feelings of security during the pre-school years. It makes it easier for 


him to accept his handicap later. 


Parents who make mistakes with their children are not unusual. They 
are human and entitled to mistakes, but they certainly should not be reluctant 
to seek help from experts—help on ways and means of aiding their children 


in their struggle for emotional and intellectual growth. Many of our schools 
ional child. These 


in Illinois are sponsoring special programs for the excepti 
programs will assist exceptional children as much as possible towards a happy 


future. 
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It is important to remember that children termed "exceptional" actually 
have more similarities too, than differences from other children. They are not 
"unusual" in all ways — mothers; working, playing, and carin g for their chil- 
dren, have the opportunity to watch for and recognize symptoms that tell 
them their children are developing differently from the normal pattern. 


Who Is Hz? 


The pre-school age child is the before-school age child up to and including 
five years. During these first five years, children learn many things to help 
them make a happy adjustment when starting to school. It is at this time that 
their education begins at home—these years before he goes to school. He is 
“exceptional” in that he is “unusual.” The term refers to children who are 
unusual physically, mentally, emotionally or socially from the average chil- 
dren. 

These children require special treatment and knowledge, special services 
and programs. Exceptional children do not consist of a single group. Their 
“unusualness” may be one or a combination of several handicaps. Children 
with a physical handicap such as poliomyelitis, cerebral palsy, congenital 
deformities and other orthopedic handicaps; or children with impaired hear- 
ing, sight, speech, tuberculosis, epilepsy and endocrine disorders; or because 
of retardation in intellectual development; or because of exceptional gifts in 
talent and ability, fall into the class of “exceptional children.” They may also 
“unusual” because they are so emotionally disturbed they are unable to 
adjust harmoniously with family, school and community. The doctor, the 
psychologist and the educator are trained to note these differences; but many 
of them are not discovered until the child is in school. This is too late. It is 


“Used by special permission of the author, Consultant, Child Development, National 
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vitally important that parents recognize, in the home and early in the child's 
life, some of the differences in children. If discovered in time, many physical 
handicaps can be remedied and other serious aspects prevented. 

Whatever the type and degree of disability there is often some disturbing 
effect upon the emotional life of both the youngster and his family causing 
anxieties, stresses and strains which are bound up with his predicament. This 
is a continuing and perplexing problem day in and day out for anxious parents. 
Most bewildered parents have a keen desire to do the job, but this is some- 
times limited by the uncertainty of how to do the job. To know how and what 
to do for the exceptional child, it is important to know the growth and needs 
of the normal child. For the exceptional child has the fundamental needs of 
all children in addition to his special needs. 


Some Tuincs We Suourp Know Asour Pre-Scnoor 
EXCEPTIONAL CHILDREN 


The little child who squints, is clumsy, falls often may have poor vision. 
Prompt medical care frequently can mean the difference between a permanent 
disability and none when disease, infections, or injury affects the youngster's 
sight. It is important to take the child to an ophthalmologist Ceye doctor) 
immediately to determine the extent and nature of the damage. Children can 
now wear glasses much earlier than they could a generation ago, and present 
medical science plus the new drugs can do more for defective vision. Some 
children are blind from birth. During infancy and early childhood, a blind 
child is better off at home where love and security can be given to him, than 
in any institution. It is especially important that he have daily routines, 
times of eating and going to bed, which will lessen his confusion and uncer- 
tainty. His clothes and the things he uses each day should be placed where 
they belong and where he can reach them without groping. It is important for 
his feelings of achievement to teach and encourage him to do some of the 
things babies who are not blind do by themselves. From the beginning, it is 
important never to do anything for him that he can do for himself; and though 
he may stumble and grope, it is wise for him to have the thrill of being success- 
ful in finding his blocks, rattle, or other simple toys. No matter how bright he 
is, he will be limited in his achievements—slow in walking and talking— 
because the pre-school child learns by seeing, hearing and through imitation. 
You may have to teach your baby to pull himself up and to lower himself, 
and almost surely he will need to be taught to creep and to walk. He has no 
experience of space and little urge to move from one place to another. As he 
begins to learn to walk, give him gentle support by holding his hands. This 


will give him confidence. He may also need to learn to hold his head up; 


and as soon as he learns to walk by himself, encourage him to explore and to 
get from one place to another. His sense of touch will help him greatly. Keep 
the furniture always in the same place to prevent unnecessary bumps and 
eliminate unnecessary articles and breakable objects. He will need to be taught 
to skip and to run and sufficient space must be provided so that he-can do so 
without fear. Talking with him helps to increase his vocabulary and widen 
his horizons. Read to him from realistic books that inform him about things 
as they are. He must be able to connect words and associate in order to grasp 
what the rest of us get through seeing. He will need training in eating and 
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dressing. Teach him to use a cup or glass and spoon and fork by placing his 
hands on it and helping him to take it to his mouth. Help him in the feeding 
motions over and over until they become simple to him. He can be taught to 
dress through his sense of touch and by guiding his hands, accompanying 
this with simple description of the article of clothing and the order in which it 
can be put on. Help him to help himself, always letting him feel the joy of 
accomplishment. "Take him with you to places that would be suitable for 
young children, explaining beforehand what he is going to see and when he 
sees it. In planning for formal schooling, consult your local board of education 
or your state school for the blind to help you in preparing him for going away 
from home when the times comes. 

The problem of impaired hearing in the young child is often difficult to 
recognize, A parent may wonder but go on hoping that the infant's failure 


ing and your otologist has advised it, by all means see that your child gets it 
and that he is guided in the use and needs of it. This will require a long 


Rhewmatic fever is a children's disease which usually occurs at about seven 
or eight years of age, later than the pre-school age. It varies in severity, appears 
in different ways and is often difficult for doctors to diagnose. The acute illness 
Jasts for weeks or months, but convalescence is often a matter of months and 


perhaps years. It is important for the Parent to cooperate in a program of physi- 
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cal hygiene made out by the doctor and hospital staff. A medical social worker 
can give counsel and help with important decisions as to whether the child 
should go to a convalescent home or convalesce at home. If at home, give the 
child the praise he deserves for cooperating with you in his daily health habits. 
To the parent of the pre-school child who has epilepsy, it is comforting 
to know that the nature of seizures is now better understood; new medications, 
in most cases, can either completely eliminate or reduce them. Seizures arise 
from various causes and are evidence that something is out of order physio- 
logically. They are not an indication of a mental or personality disorder. 
Although the child's handicap is not constant and though seizures may occur 
only rarely, it is important to get medical diagnosis and attention immediately 
as each seizure lowers the threshold for the next one. It is a mistake to treat 
the little child as an invalid or even as a semi-invalid, as the fuller, more active 
life an epileptic child can lead, the fewer seizures he is likely to have. He 
should be allowed to play freely, to be given a good nutritious diet and the 
usual amount of sleep for a normal child of his age. In some children, seizures 
appear early in life; others go through the normal infancy before the first one 
occurs. When the convulsion occurs, there is little a parent can do about it 
except to make the child comfortable. Seizures are not in themselves fatal. 
Although he has facial and bodily movements, there is no pain attached as 
the patient is unconscious. Sleep usually follows and is beneficial. The im- 
portance of proper diagnosis and medical care cannot be overemphasized. 


The child who is cerebral palsied may be a much more complex problem 
than those with other handicaps. In the past, little encouragement was given 
to the parents of cerebral palsied children, but today the picture is different. 
The nature of cerebral palsy is understood, and it is known that cerebral 
palsy is caused by damage to the area of the brain that controls motor devel- 
opment. Methods have been devised to assist the needs of cerebral palsied 
children in the improvement of speech, use of hands and lower limbs. This 
multiple handicap, sometimes involving speech, hearing, vision and use of 
hands and legs, demands diagnosis by a team of medical specialists. State 
societies for crippled children, state crippled children’s services and other 
state and local resources are cooperating to make available to parents; training 
and treatment services for cerebral palsied children. Here parents may receive 
the help and guidance of specialists in the field to begin the long, consistent 
program of therapy and training that is essential to progress. It is not the 
child's chronological age but his muscular condition that will determine what 
can be expected of him. With cerebral palsied children, as with all crippled 
children, the commonest mistake is in doing too much for him rather than 
encouraging the child to do everything for himself that he possibly can. 

The bright child will need a carefully planned program of adequate physi- 
cal care, playmates and play materials that will give him opportunity to 
explore and to experiment constructively. He will need the same consistent 
program that is desirable for all children. A good nursery school will recog- 
nize and provide for his individual abilities. The parent and the nursery 
school teacher working together should be able to plan a balanced program 
for the child’s best development and talents. 
ds what every child needs to become an agree- 


The slow learning child nee à : e 
able, pleasant, well-adjusted person. Training must be geared to his capacity 
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and given more slowly than it would be to a normal child. All parents are 
eager to find a reason for a child's slowness. It may be well to caution parents 
here not to be too concerned about the young pre-school child's lag in accom- 
plishing one or two of the things that other children his age are doing. A 
child who has been babied or over-protected and not given the opportunity 
to develop his growing body and mind may be slow because of his limited 
environment and activities, Where a parent has serious doubts of his ability 
to estimate the child's true capabilities, it is essential to get the objective help 
of a competent psychologist or psychiatrist to estimate the child's capacity to 
learn and to help in planning future care and education for him. What he 
can or cannot do depends chiefly upon his degree of mental handicap. You 
will want to instill good habits in your child; and before habit is formed, you 
will have to repeat directions over and over again, giving only one direction 
at a time. Do not depend on your child to work out the best way of doing 
something but show it to him yourself in much detail. Even though he may 
be slow, once he has mastered the process of dressing, you should expect him 
to keep it up, if clothes are of a simple self-help type. Help him to establish 
routines where one act becomes associated with the other, giving him praise 
and recognition where he deserves it. Discipline will be as important for 
him as for any child and should never mean corporal punishment. Ordi- 
narily a retarded child does not present many serious discipline problems 
as he does not have the initiative or imagination to be guilty of deliberate 
wrong doings. However, he cannot help being slow and forgetful and may 
have a number of irritating ways equally characteristic of retarded children. 
Contacts should be made with local schools and agencies regarding special 
classes or home training for your child. For children who are so retarded as 
to probably always need care and protection, the parent can work out with 
community sources a plan that will be most beneficial to the child when he 
teaches school age. At a very early age, the large majority of slow learning 
children can live comfortably and securely in the household, where there are 
many opportunities for friendly, interesting activities that can be enjoyed and 
participated in at the child’s own rate of development. 


Some Tunes You Can Do 


Sometimes parents, in their anxiety over their child and their concern 
to “do something” for him, do not realize they can give him something as 
essential as medical care. A little child’s mind and body are inseparable, and 
it is in the home in his very first months and years that he builds the attitudes 
and the personality that will be with him all his life. 

How can one help him to live with his handicap and yet be able to live 
happily with the world in which he will grow up? There are a number of 
general but important things to do. Let him live in a home where there is a 
mother and father, harmony, respect and love. If he is in a happy family, he 
will he happy. He should feel a part of the family; and no matter what his 
handicap, share and have opportunities for responsibilities according to his 

age and ability. To have a job, even a small one, will give him a sense of 
security, of belonging, of helping. He needs attractive, nourishing food 
served in small portions in a pleasant leisurely atmosphere. All pre-school 
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children need ten to twelve hours of sleep with an afternoon nap in a bed and 
room where he can relax and feel secure. You can help him by providing 
simple, self-help garments with front openings, large buttons or zippers and 
elastic waist bands that he can pull down himself. Low hooks for his clothes, 
his towel and a large shelf within reach for his books and playthings will help 
in developing orderliness and constructive play habits. He needs friends of his 
own age who will include him in their play and social learning situations, 
although he cannot actively participate. A "play hour" where he has some 
special toy will bring little friends who, though curious at first, will accept 
him as one of them, limited though his participation may be. He needs a 
mother and father who somehow, sometimes manage to find time to refresh 
themselves, to gain courage, to make friends, to have some outside interest, to 
gain perspective and to bring him wholesome and interesting parents to face 


each day. 
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Prevention! The need for focus on prevention of handicapping conditions 
in infants, children, youth, and adults is now. There is knowledge of causes 
and of measures which if applied would greatly reduce the number of handi- 
capping conditions. Yet there has been too little attention to the matter 
in the development of programs, particularly for exceptional children and 
youth.! 

Authentic figures and statements reveal the extent and increase of handi- 
capping conditions when known preventive measures are not applied. Each 
year, for example, 22,000 Americans of all ages loose their sight. Experts 
are certain that 26% or 5,750 of this number could be saved if present sight- 
saving techniques were applied.? 

It is estimated that one out of every twelve children born each year will 
sometime during his life suffer a mental illness severe enough to require 
hospitilization. Of the 15,000,000 men examined for service in World War 
II, 846,000 were rejected for neuro-psychiatric reasons. The present increase 
in delinquency rate for ages ten to seventeen years, exceeds the increase in 
child population. A decade ago, however, the Children’s Bureau stated that 
recognition and treatment of incipient symptomatic behavior could prevent 
serious social maladjustments of the majority of children brought to the at- 
tention of guidance clinics, juvenile court, police, and school authorities.* 


SicnrFicant Current TRENDS 


There are four current developments which make prevention imperative. 
l. The number of children with handicaps is increasing, due to the in- 
creased birthrate and lowered infant mortality resulting in increased popu- 
lation of pre-school and school-age children. For example, the estimated num- 


"The author is indebted to Dr. Henry C. Schumacher, Medical Director, United States 
Public Health Service, Region IX, San Francisco, California who read the first draft of 
this chapter and made helpful suggestions. 
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ber of blind under twenty years of age was 10,800 in 1940 and 15,400 in 1955, 
or an increase of 4,600! On the basis of population increase alone the esti- 
mated increase is 3,500; the remaining 1100 is accounted for by recent in- 
creased rate of blindness in premature children under seven years of age.5 

Benda calls attention to increase of handicaps due to lowered mortality 
rates." Records of infant mortality for 1920 in New York City show that of 
every 1000 births, 85 died. Among the causes of death, congenital debility 
and malformation ranked first with a rate of 35.3 per 1000 live births. Twenty- 
nine years later, in 1949, the infant mortality rate had fallen to 25 and the 
mortality rate for malformations fell to 16.8 per 1000 live births indicating that 
19 newborn per 100 live births who would have died in 1920 were saved 
in 1949, As a parallel to Benda's inference, the Children's Bureau reports 
that in the wide range of impairments cared for under the Crippled Children's 
Program, congenital impairments ranked highest in the numbers served.* 

Although complete statistics on population increase and changing per- 
centages in handicaps are not available, the literature generally reflects in- 
creased numbers. 

2. The second development that augurs for prevention is the parent 
organization movement. The nationwide action for the care of children with 
cerebral palsy initiated more than a decade ago by parent groups and cul- 
minating in the United Cerebral Palsy Associations, Inc., brought to the 
attention of the medical, social work and educational professions the number 
and needs of children with these particular handicaps. This gave impetus to 
parents of children with mental retardation and to the organization of the 
National Association for Retarded Children. Parents of children with other 
deviations have organized locally in a number of places. They not only want 
study, diagnosis and treatment for their children, but ask: “Why?”—“What is 
the cause?"— "Does this condition have to be?"—"What can the medical pro- 
fession do?" —"What can education do?" 

3. The third development that creates a pressing need for prevention is 
the extension and the mounting cost of services to the handicapped which 
grow out of the first two trends. As the numbers increase, as more and more 
parents press for help, and as professional workers and the public recognize 
community responsibility in the matter, services are extended or initiated 
through public or private means. The financing of these services is costly. 
The following table illustrates the excess cost in one city of education for 
children with physical handicaps in comparison with the costs for non-handi- 


capped children.* 


Taste 1 
Cosr Per Puri iN Specrar Crasses iN New York Crrv ron 1951-1952 
i satt 

Revere $228.83 

Cardiac 389.96 17 
Orthopedic 440.48 19 
Sight Conservation 466.05 2.0 
Braille 778.60 34 
School for Deaf 729.84 32 
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The expenditure to meet the many needs of children severely limited by 
cerebral palsy is much in excess of the above. A class unit for such children 
was established in a New York City school through the joint efforts of the 
Health and Education departments, voluntary agencies, and parents. Medical 
specialists, therapists, and special teachers served the unit. The cost of the 
combined medical and educational effort was approximately $2,300 annually 
per child.? 

In a report on a state pilot-project for classes for trainable mentally retarded 
children carried out under public school auspices, the cost per capita ranged 
from $415 to $1,382.71, with an average of $765.71.19 


4. The fourth development is the growing demand for specialists and the 
comparatively small number available or in training. With increase of the 
child population and with lengthened life-span, physicians, health and social 
workers, and teachers in general are greatly in demand. The shortage is criti- 
cal, and despite the shortage in the regular ranks, the appeal must go out for 
specialists to serve the handicapped. 

Nationwide drives for students in physical therapy, occupational therapy 
and medical social work were conducted in 1953 by the American Association 
of Occupational Therapists, American Physical Therapy Association, and the 
American Association of Medical Social Workers. It was estimated that an 
additional 5,200 physical therapists, 1,000 medical social workers and 2,900 
occupational therapists were urgently needed to round out the treatment for 
polio and other handicapping conditions. 

It is estimated that 25,000 special teachers are employed in the instruction 
of exceptional children and that 100,000, or four times that number are 
needed to meet the national needs in full. Only 4,601 students are reported 
to be majoring in the various areas of special education in the 122 colleges 
and universities offering specialized curricula.1? 

Scholarships, fellowships, and internships for physicians, therapists, social 
workers and special teachers are offered through private agencies and govern- 
ment subsidy to stimulate recruitment. And yet the supply is far from 
adequate! 

‘These four developments demand increased attention to prevention and to 
community responsibility for promoting prevention. Study and analysis of 
these four trends suggest that only through knowledge of developments and 
vigorous programs embodying prevention can the mounting problems and 
subsequent demands be abated. 

The need for and the acceptance of responsibility for prevention of dis- 
abilities, moreover, is not solely national in scope but is recognized as inter- 
national in importance. A recent United Nations publication on the subject 
of rehabilitation of the handicapped states: 


The prevention of disability and the rehabilitation of handicapped persons are prob- 
lems in which the United Nations and several specialized agencies are taking great 
interest . . . it is just as important to prevent or limit disability as it is to rehabilitate 
and train those who are already disabled. From the viewpoint of a nation's total economy 
and the well-being of a maximum number of its citizens, preventive efforts deserve the 
very highest priority. Campaigns to improve public hygiene and sanitation, to spread 
knowledge on the prevention of disease and injury, deserve all possible encouragement 
and support.13 


nos És 


THE PREVENTION OF HANDICAPS 


Prevention: Tue First LINE or DEFENSE 


There are four lines of defense for warding off the problems and hazards 
of handicapping conditions for the individual and for society: (1) prevention, 
(2) early case finding, (3) adequate medical, social, and educational treat- 
ment, and (4) rehabilitation or restoration for participation and competition 
with the non-handicapped in daily life activities. 

The first line of defense is prevention, which in its broadest sense may be 
defined as the science and art of safeguarding the physical growth and devel- 
opment of the organism from conception through early infancy and of foster- 
ing the healthy development of physique and personality from infancy to 
adulthood. Prevention embraces the removal of causes which produce the 
initial onset of a handicapping condition or the occurrence of disease and of 
accidents at any age; the early arrest of a disease before it progresses, or the 
treatment of an accident before it disables. Particularly significant is early 
case finding of any deviation in infancy or the pre-school age that may be 
treated to give full restoration for normal development. 

Prevention, furthermore, may be interpreted as functioning at any time 
in the individual’s history if a persistent disease or disability is being alleviated 
or arrested through treatment. The interpretation in this chapter, however, 
relates mainly to knowledge of and measures for prevention which will safe- 
guard health and eliminate the causes of the onset or development of handi- 
capping conditions in infants, children, and youth. 


PREVENTION or HANDICAPS FROM INFECTIOUS DISEASES 


The history of the search for microórganisms causing infectious diseases 
and the development of specific immunizing agents to prevent communicable 
diseases makes thrilling reading. Because of the victories of medical and 
related sciences, the dreaded inroads of small pox, typhoid, diphtheria, scarlet 
fever, and pertussis have disappeared.!* 

A prescribed routine of immunization and vaccinations offers every child, 
youth and adult protection from these once common infectious diseases and 
their untoward effects. Immunization is administered on a selective basis 
for persons exposed to typhus, typhoid, yellow fever, cholera, and tuberculosis. 

The introduction of sulfa and penicillin for treatment of streptococcal infec- 
tions has greatly reduced the incidence and the effects of influenza, pneu- 
monia, rheumatic fever, meningitis and encephalitis. The American Heart 
Association states that the administration of a recommended procedure now 
available for giving prophylactic doses of penicillin to patients who are subject 
to repeated streptococcal infections would greatly reduce the number of chil- 
dren who suffer from heart conditions following rheumatic heart disease. +” 

Tuberculosis, through popular education, case findings, hospitalization, the 
administration of antibiotics and isoniazid, and through the protection of the 
uninfected from close contacts with those having the disease, has shown a 
marked decline. From 1945, when streptomycin first appeared, through 1952, 
deaths from tuberculosis dropped 58 per cent. Then the discovery of isoni- 
azid proved additionally effective. It is said that, given time, the medical 
profession will remove the memories of the White Plague to the historical 
realm of the once dreaded Black Death.!* Tuberculosis of the bones and 
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joints is no longer one of the prevalent cripplers except in the outlying 
territory of Alaska. 

A recent victory came in the announcement that the Salk polio vaccine 
has been proved effectual for prevention and was licensed by the Federal 
Government. There is promise that the crippling conditions of infantile paral- 
ysis will be greatly reduced.!? 

The percentage of blindness and partial vision from infectious diseases has 
noticeably decreased. In a sixteen year period the percentage occurring in new 
admissions to Schools for the Blind has been reduced from 29 to 14. In sight- 
saving classes the same category accounted for 3.4 per cent of the enrollment. 
Opthalmia neatorium, or blindness from eye infection at birth had been re- 
duced to 1.2 per cent through legislation requiring the use of silver nitrate or 
penicillin in the eyes of all children at birth.!* 

In a ten-year period, deafness from infectious diseases in the enrollment of 
of the Clarke School for the Deaf was reduced from 28 to 14 per cent.'? 
Although we have no comparable data for brain damage and neuro-muscular 
dysfunction resulting from infectious diseases contracted early in the life of 
the child, there is likely a similar decrease. 

The defense lines for prevention are set for a high level in the ultimate 
elimination of infectious diseases and their deleterious effects, although the 
search must continue to discover better weapons against certain of the viral 
diseases such as measles, mumps, and influenza.?° 


PREVENTION OF Curonic Disasiinc CONDITIONS 


With infectious diseases so nearly under control, a campaign against the 
disabling and crippling ailments of chronic disease is underway. Heart dis- 
ease, arthritis and rheumatism, muscular dystrophy, mental illness, cancer and 
neurological disorders such as cerebral palsy, epilepsy, and multiple sclerosis 
now demand the attention of science and medicine. These diseases affect chil- 
dren as well as youth and adults, although they take the greatest toll of life 
in adulthood. That the fight against these diseases is a present challenge is 
evidenced by the wide spread publicity accorded to sponsors of movements 
and to funds that are procured by both public and private agencies for research 
in causes and treatment, for training of personnel, and for treatment facilities.” 


Heart Disease. Progress in prevention of rheumatic heart disease resulting 
from streptococcal infections has already been mentioned. The constellation 
of causes, however, which may be associated with malnutrition, unhygienic 
surroundings, or a possible hereditary factor is still undetermined. Penicillin 
has proven effective in treating subacute bacterial endocarditis, an infection 
of the heart valve, a disease which is much less common than rheumatic heart 
disease. Research in the mechanics of the heart and the painstaking work of 
cardiac surgeons have resulted in operative procedures for correcting the 
cardiac defect in the ‘blue baby’. Other similar procedures correct a variety of 
defects in the heart's valves and arteries.22 

Arthritis and rheumatism (excluding rheumatic fever). These diseases 
continue to defy the efforts of the scientists in search of cause and cure. 
Certain drugs, ACTH, cortisone, and hydrocortisone, arrest and give relief 
from further disabling in rheumatoid arthritis but do not cure. The older age 
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groups are those generally affected. The Children's Bureau for the year 1950 
reported that 2430 or 1.1 per cent of children served in the Crippled Chil- 
dren's Program were diagnosed under the classification of arthritis and 
theumatism.?% 

Muscular dystrophy. This disease affecting as many children as adults has 
more recently attracted public attention due to the efforts of the Muscular 
Dystrophy Associations of America organized in 1950. Heredity has been 
proven a factor in the syndrome known as the pseudo hyperthropic type. 
Research in vitamin deficiency and the organisms's utilization of certain 
electrolytes such as sodium and potassium may afford other clues to causes.?* 

Cancer. This dread disease threatens childhood and youth. It is the fourth 
cause of death in children under fourteen years of age and ranks higher than 
the total deaths from several infectious diseases. While notable gains have 
been made in the arrest of cancer by means of surgery followed by radiation 
and drugs, the causes for cancer are as yet undefined. Extensive biochemical 
research is underway. The alarming increase in cancer incidence has led also 
to extensive studies of environmental factors such as smoking and air pollu- 
tion.5? A current survey of 25,000 households in 230 areas of the nation has 
been undertaken by the U. S. Census Bureau in cooperation with the National 
Cancer Institute of the U. S. Public Health Service. 

Epilepsy. Scientists are still in search of the nature and causes of epilepsy 
or convulsive disorders. A predisposition or susceptibility to epilepsy may 
appear in more than one member of a family. Some of the precipitating causes 
may be brain injury due to infections, a severe head injury, or a tumor on the 
brain. One significant cause of a convulsive disorder came in the discovery of 
pyridoxine (Vitamin Bg) deficiency in the artificial feeding of young infants 
8 to 16 months of age. Apparently normal in birth history and development 
to the time of onset, they responded normally following the inclusion of 
Vitamin B, in their feeding.2* Continued biochemical research will likely 
reveal other causes. 


PREMATURITY AND CONGENITAL MALFORMATIONS 


Studies of prematurity, congenital malformations and birth injury have 
come to have particular significance due to the current wide-spread interest in 
children affected by cerebral palsy, brain-injury, and mental deficiency. There 
is a larger incidence of both cerebral palsy and mental deficiency in premature 
infants. There is accumulating evidence that these syndromes are associated 
with the same factors that produce prematurity, still births, and neonatal 
deaths.?7 

Congenital malformations such as club foot, dislocated hip, cleft palate, 
cerebral palsy, cataract, syanosis, cretinism, Mongolism and deafness and less 
well-known forms appear in 1 to 2 per cent of live born infants. Due to medi- 
cal skill some of these defects, such as club foot, dislocated hip, cleft palate, 
cretinism and cataract, can be corrected early; but elimination of causes is 
the goal sought. 

Prematurity and the extent and nature of anomalies, including neurological 
disorders appearing at or shortly after birth, have stimulated research in 
heredity and in ontogeny in utero, or the role of endogenous and exogenous 
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factors in causing deviations. There is recognition of a constellation of fac- 
tors that surround the developing organism from conception to birth. Re- 
search focused on the trimester periods of pregnancy show that not only 
specific agents such as infections, endocrine imbalance or irradiation, but the 
time of their action during embryonic development determine the defect. The 
first trimester is a particularly vulnerable period. This research is revealing 
also that exogenous factors may cause anomalies formerly believed to be 
hereditary in nature. Diagnoses are now being made based on deviations that 
are hereditary or eugenic, those that are congenital or secondary, and those 
that are undetermined. 

Some of the more recent discoveries are already bearing fruit. Rh blood 
factor incompatibilities in the mother, and antibodies due to the Rh-negative 
factor in the mother's blood and Rh-positive in the unborn child's are causes 
of cerebral palsy. Through a process of exchange transfusion at birth the 
infant can be saved from negative effects. 

Anoxia and hemorrhage are other causes of cerebral palsy or of brain 
damage without neuromuscular dysfunction and the syndrome of the brain- 
injured child described by Strauss.?* Education of the mother in the natural 
course of pregnancy and child birth and improved obstetrical techniques are 
reducing the use of analgesic drugs in labor, and the incidence of head 
injuries which cause anoxia and brain hemorrhage. 

Maternal protection from infections such as German measles during the 
first tri-semester may save the infant from defects of vision or hearing, mental 
defects, or other impairments. A controlled study in 18 hospitals has shown 
that retrolental fibroplasia, a condition of blindness developing in premature 
infants is caused by the administration of excessive exposures of oxygen in 
the first week of life. Safe standards of concentration and duration of oxygen 
intake established experimentally will protect the premature infant from loss 
of sight.?9 

Mongolism is a congenital growth deficiency having its onset in the early 
weeks of fetal development and producing characteristic physical anomalies 
observable àt birth. The associated mental deficiency is due to the disturbance 
in the brain growth and development. Continued research, it is hoped, will 
lead to prevention. 

Studies of effects of nutritional status during pregancy show that still-born 
and premature infants and those dying within a few days after birth are born 
to mothers whose diets were inadequate. Animal experiments with certain 
nutritional deficiencies in the pregnant female have produced certain anom- 
alies such as cleft palate and brain abnormalities 

The contemplation of future preventive research in the areas of prematurity 
and congenital malformations is stimulating. j | 


Hereprry 


. The role of heredity is proved in some diseases and conditions but in others 
is as yet undetermined. There are some persons who have a predisposition or 
a susceptibility to a particular disorder, such as epilepsy mentioned earlier. 
The problem of hereditary deafness is far from solved. Hereditary nerve 
deafness or otosclerosis, in which there is a predisposition for the sense organ 
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of hearing and the auditory nerve to degenerate at an early age has been 
established. The tentative conclusion drawn from an extensive study under- 
way at the Clarke School for the Deaf is that a larger percentage of deafness 
at birth is due to heredity than had been judged so in the past; and that some 
cases are due to a hereditary factor coupled with a secondary cause.?? 

Eye diseases that have been proved to have certain patterns of inheritance 
are cataract, glaucoma, dislocated lens, corneal degeneration and macular 
degeneration. More research in congenital eye abnormalities is needed.?! 
In any condition where heredity is a factor, individuals considering marriage 
should seek advice from a medical specialist. 


ACCIDENT PREVENTION 


There is a wealth of research in the field of accident prevention on extent, 
kind, and locale of accidents at various age levels from infancy to adulthood. 
There are excellent materials promoting safety and accident prevention.*? 
Yet there continues to be an apathetic response on the part of parents and the 
public to education and safety means for reducing accident fatality and crip- 
pling. Forty thousand to 50,000 is a conservative estimate for the number of 
children permanently injured every year. Forty-three per cent of all deaths, 
ages 5 to 19, in 1951 were the result of accidents. While reduction in child- 
hood accident rate has taken place in the last ten years, it is not comparable 
with what has been achieved for other causes. Despite many variables in the 
control of accidents, a concerted, united effort on this problem could greatly 
reduce crippling conditions and eye, ear and cosmetic impairments. 

Dietrich, a Californian pediatrician, believes in the feasibility of accident 
prevention in childhood years, if it is attacked like any other public health or 
33 He recommends that public health depart- 
educating parents and public to the facts, 
hing to condition the child early in con- 
cepts and safety habits in the home. Such teaching would ‘immunize’ the 
child as a safeguard for wider exploration and experiences outside the shelter 
of the home. Parents must take the initial responsibility for minimizing haz- 
ards, establishing necessary safety routines, and giving the child growing 
security in self-help and protection. F: 

The school, then, in partnership with public health and the physician 
could undoubtedly contribute its share of protection and safety education 
more successfully. There are state laws requiring safety education in most of 
the states with teaching outlines and a wealth of appropriate materials 
supplied. Courses in driver-education are offered in many high schools. A 

‘As the child grows older, repeated accidents may call for psychological 
34 The ‘accident habit’ may be a symptom of deep-seated 
d a means of escaping responsibilities or of gaining 


preventive medicine problem. 
ments and pediatricians cooperate in 
in prescribing a plan for parent-teac 


or psychiatric study. 
emotional conflicts an 


attention. : 
Community programs, in which safety-engineering and law enforcement 


in the control of traffic, fireworks, and fire arms operate and in which public 
safety is adequate in fire and flood control, will contribute greatly to the 
reduction of accidents. While safety drives may have value, it is the over-all 
long-range program with consistent team work that is more likely to net 


results. 
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PREVENTION OF MENTAL ILLNESS AND DELINQUENCY 


Mental illness and delinquency, two extremes of social maladjustment, 
loom larger in our society and are receiving wide publicity. The growing 
incidence in these two fields was mentioned earlier. ‘The National Mental 
Health Act, which became effective in 1946, marked a new era, namely, 
the recognition of mental illness as a major public health problem in our 
nation. The recent Senate Inquiry into the extent and nature of delinquency 
may also lead to some national action for stemming the tidal waves of 
delinquent behavior. Findings indicate that betterment and increase of 
children’s courts, and of appointment of judges and of probation officers would 
yield one source of prevention.®* 


Research Needed. The Mental Health Act authorized three major pro- 
grams to be implemented through grants-in-aid to the states. These are train- 
ing, research, and community mental health programs. 

The provision for research?? is timely because of the fact that some states 
allot no funds for research while others taken together spend less than one per 
cent of the vast amount expended for hospitalization. The identification 
of pellagra as a B vitamin deficiency disease which reduced mental illness 
caused by the scourge in the southern states is one illustration of the value 
of biochemical study in the field. Research is underway in the structure of 
the nervous system, in brain metabolism and electrical activity, and in the 
relationship of the endocrine system to certain syndromes. Studies of social 
and economic factors that may affect the development of schizophrenia and 
of drug addiction may prove a fruitful field for prevention. The refinement of 
psychological tools and techniques are needed to bring new and more efficient 
diagnosis of mental disorders. The recognition that a form of mental defi- 
ciency in childhood may be a symptom of a deep-seated emotional disorder 
calls for more intensive psychological research. 


Progress in Understanding Personality. One encouraging trend is the prog- 
ress that has been made and continues in the understanding of human 
nature’s complexities. While eugenists, biologists, and biochemists have ad- 
vanced knowledge of the developing physical organism, psychiatrists, anthro- 
pologists, psychologists, and sociologists have contributed greatly to our 
knowledge and understanding of personality and the dynamics of behavior. 

The Mid-Century White House Conference for children and youth took as 
its theme the development of a healthy personality. Every area that affects 
the child’s life in our nation was represented: home, school, church, recreation, 
correction, and vocation. Particular attention was given to the part that emo- 
tions play in the development of a worthy self ever growing in the ability to 
meet the developmental tasks that our society imposes. Much attention was 
given to the home as laying the foundation in the early years for the sense 
of trust and security and to the school’s opportunity for guiding the child in the 
development of worthy tasks whereby he senses the feeling of achievement 
and finds group acceptance. The Conference stated that the development of 
a healthy personality is dependent on understanding the child and his motive, 
— how he grows, how he learns, how he develops values, and how he comes 
to regard himself as a social being and a ‘self’. As such knowledge and under- 
standing become the common core for all who guide children and youth in 
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any way, we can look not only for improved attitudes and practices in building 
healthy personalities but for a sensitivity to behavior that may be symptomatic 
of maladjustment. 

Public Health Services. The growth in public health programs over the 
past three decades has made possible substantial progress in the physical 
aspects of health and prevention. The concept of community public health 
service has gradually widened the scope and influence of health department 
staffs, both state and local. It is fitting, therefore, that stimulated by the pro- 
visions of the National Mental Health Act, public health services should grow 
to include the promotion of mental health and the prevention of social 
maladjustment.** Mental health principles can and should permeate every 
public health service. The public health worker who becomes sensitive to the 
mental and emotional well-being of the individual seeking help is better 
ready to administer whatever service he has to give. In every contact of the 
public health worker the positive traits of kindliness, understanding, and ac- 
ceptance can be expressed toward the client. The public health department 
can become an agent, through example and through education, in promoting 
mental health principles in "the social structure of the community," in aiding 
the various social groups, parents, school, recreation, law enforcement, and 
job employment in understanding and in fostering conditions for "the con- 
structive use of human relationships." Every community, furthermore, has 
need for the services of a mental health or guidance clinic for treatment of 
deviant behavior. The public health department may fittingly supply such a 
service or exercise leadership in cooperating with a treatment service offered 
through other community auspices. 

The National Mental Health Act envisioned this broadening of public 
health programs. States generally have designated a state agency as the 
Mental Health authority, responsible for following through on the Federal 
grants available for training personnel, for conducting research, and for imple- 
menting carefully planned community programs. Since the National Mental 
Health Act recognizes private as well as public agencies and institutions as 
important contributors to the implementation of the Act's services, there is 
unparalleled opportunity for state and local planning to utilize whatever 
channels may be made available, public or private, for prevention and treat- 
ment. Progress thus far has been gratifying.” 


PRESCHOOL AND SCHOOL-AGE PREVENTION 


Infancy and the Preschool Child. Introduction and extension of the best 
known health practices in maternal and child welfare will greatly aid in 
prevention. Attention should be given on the part of public health depart- 
ments, private physicians and parents to early prenatal care, obstetrical safe- 
guards, the care of the premature, the early detection of deviations, periodic 
medical examinations and treatment, immunization, and the emotional aspects 
of child rearing. There is need for extension of maternal and child care 
centers, particularly well-baby and -preschool clinics. The introduction of 
parent education and nursery schools and the increase in provision of 
kindergartens are necessary steps toward recognition of understanding and of 


guidance in early years. 
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The School-age Child. The school-age period covers a span in which 
school health service in coordination with public and private health services 
can reach every child and his family through effective, efficient and up-to-date 
programs. Could the knowledge, forces and influences for shaping healthy 
physiques and healthy personalities be made available and utilized during 
the school-age periods, how much smaller would be the load for special educa- 
tion and rehabilitation services! A national committee appointed to build 
better health for all school-age children states: 

Some communities already are striding ahead in providing services and opportunities 
for at least some of their school-age children. Others are still carrying out the routine 
and less effective procedures of 50 years ago . . . . most communities can do something 
to step up the quality of the job now being done by building greater health opportunities 
for children.39 

It was suggested that each community examine the health needs of its chil- 
dren. Of the fourteen priorities stated, those having the most direct bearing 
on prevention of handicaps are (1) better screening techniques, (2) follow-up 
diagnosis and treatment, (3) mental health, and (4) safety. 

Studies have already proved the effectiveness of a thorough medical exam- 
ination at school entrance and at three-year intervals, supplemented by exam- 
ination at such time as the individual may need one. Screening techniques 
using height and weight measurements, vision and hearing tests, chest x-rays 
and other tests afford a means for discovering deviations early. Although 
present methods give fair returns, research continues to look for better means 
and methods of screening large groups in both hearing and vision at the several 
age periods. The need for detecting signs of social maladjustments during 
the child’s school life is giving rise to studies designed to develop methods for 
mental health screening.*° 

Screening methods, however, are only a beginning. Recent studies stress 
the urgent need for follow-up with diagnosis and treatment. In an intensive 
study undertaken in 30 Pennsylvania communities, the findings showed the 
“present rate of correcting school children’s medical and dental defects is far 
too low in all segments for society and all types of homes."*! Experiments on 
methods of follow-up indicated that the "corrective action rate" can be sig- 
nificantly raised. “Long-range persuasive programs of public education” with 
support of private physicians as well as school physicians are needed. Indi- 
vidual cumulative health records are another ‘must’ for adequate follow-up. 
Awareness of health needs and follow-up treatment cannot be secured with- 


out education, planning, and teamwork of doctors, nurses, administrators, 
teachers, and parents.*? 


MzNrar Heattu iN Epucation 


The permeation of mental health in educational programs is essential in the 
prevention of the increasing incidence of social maladjustment.*? Many school 
administrators have made provision for teacher study groups in the dynamics 
of child behavior. Others have promoted mental health institutes and courses 
in cooperation with university centers or psychiatric consultants. Home visita- 
tion, group work with parents, and parent conferences are growing in number. 

Children and youth, too, need to be educated to understand and practice 
all-round health. It is encouraging to note that texts in health for the ele- 
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mentary and secondary school of today reflect the recognition that physical 
health and mental and social well-being go hand in hand. In one series, for 
example, a chart for the teacher outlines the text content from first to eight 
grade as follows: (1) physical health, learning about our bodies and how to 
care for them; (2) mental health, learning about how we think, feel, and act; 
(3) social health, learning to live in harmony with others; and (4) safety and 
first aid, learning to live safely.** At secondary level courses in personal and 
community health problems, family relationships, and child care lay the basis 
for college and parenthood. In day-to-day life in home and school, growth in 
knowledge, understanding and wholesome practices can be effectively guided. 

Child guidance facilities to aid the school in prevention and treatment of 
behavior problems are woefully lacking. Facts gleaned from a questionnaire 
study of public school systems over the nation reveal that school administrators 
estimate ten per cent of the school population is emotionally disturbed and in 
need of treatment. But no school administrator stated that the number of 
psychiatrists, social workers, and psychologists available to him was adequate. 
Furthermore, his estimate of specialists needed was much below the number 
recommended by authorities.*5 

One of the greatest opportunities for promoting mental hygiene in educa- 
tion lies almost untapped in many teacher-training programs. Changes are 
overdue in the qualitative selection of candidates and personnel work, and in 
dynamic courses in the appropriate humanities, supplemented by laboratory 
methods and broadening experiences with children. 

In summary, mental health movements should stimulate education at all 
levels to examine philosophy and practice. Education is only at the threshold 
of its opportunities in the field of mental health. 


SUMMARY 


The concept of prevention in medicine, in public health, in delinquency 
and in crime is not a new development, but its signficance and import to the 
nation and to the individual has taken on new meaning. The accéptance of 
the principle of prevention to which scientific research, medicine, public 
health, social work, and education can contribute is a product of the twentieth 
century. This chapter is focused on areas that have particular import for those 
who work with children and youth. The implications for all age groups are 
evident. 

In summary, attention has been called to imperative needs in the following 
areas of prevention, the first line of defense in overcoming handicaps. (1) Prog- 
ress in control of infectious diseases, which has markedly reduced illness and 
handicaps, has given increasing momentum to research which, in like manner, 
may discover causes and means of control for chronic and disabling diseases. 
(2) Research in prematurity, congenital malformations, and brain injury is 
defining better the role of hereditary and of secondary factors and is leading 
the way to improved control of abnormalities, if immunization, medical diag- 
nosis and medical treatment are given at the proper periods in the life of the 
mother and child. (3) Education and concerted action for safety by school, 
home, and community can greatly reduce crippling, sensory, and cosmetic 
defects. (4) Mental health, geared at national and state levels to integration 
with public and private agencies for research, public education, and com- 
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munity service, gives hope for reducing social maladjustment and mental 
disorders. (5) The preschool and school periods in child life can afford far 
greater opportunity for developing healthy physiques and healthy personali- 
ties and for correcting defects than at present. (6) Mental health in education 
is a particular area which calls for greater knowledge, understanding, and 
implementation on the part of school personnel. 

Special education calls for team work! Special education has joined forces 
with medical, health, child guidance, and social welfare agencies, public and 
private, in pursuit of better special education services for increased numbers 
of exceptional children and youth. To a greater or less degree these services 
have embodied elements of prevention. In a list of special education priorities 
where does prevention rank? If recognized as the first line of defense and 
attacked with concerted team action, how much greater the gains, not only for 


childhood and youth, but for adulthood, too! 
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The essential purpose of rehabilitation programs is basically expressed in 
the following definition: Rehabilitation is the restoration of disabled persons 
to the fullest physical, mental, personal, social, vocational, and economic use- 
fulness of which they are capable. Vocational rehabilitation emphasizes the 
ultimate goal of effective employment, with due consideration to the impor- 
tance of other areas of life adjustment. In work with the very severely dis- 
abled of all ages, and with the aged, the term ‘general rehabilitation’ is used 
to signify a program primarily aimed to increase self-care and personal-social 
adjustment, with less need for family or professional resources. Recently, the 
educational literature makes increasing use of the term ‘habilitation’, to mean 
that disabled children are being prepared for proper adult living, a status not 
attained. Otherwise, the distinction has no force, since a child may become 
disabled and need ‘rehabilitation’; likewise, an adult may actually be better 
adjusted and more effectively employed after ‘rehabilitation’. 

Many private and public agencies are involved in vocational rehabilitation. 
The current emphasis on the ideal of total community participation is a neces- 
sary result of the clearer perception that all areas of living contribute to a 
person’s adjustment in any one or more phases of life. Although the author 
desires explicitly to recognize this fact, the treatment of vocational rehabilita- 
tion in this chapter must be limited, Accordingly, major consideration will be 
given to the public civilian program under state-federal auspices because of 
its greater potential and actual scope of clients and its close contact with many 
other public and private agencies in related work, and because of the difficul- 
ties of collecting comparable statistics and general data on the services of 
private agencies. The program of the Veterans Administration also is given 
only brief attention because its lesser role of influence in special education 
of the handicapped child, and because of limitations of space. 


Extent or Disapinrry 


Although the disabled represent a minority in the total population, their 
numbers are considerable and represent a crucial social problem. In a certain 
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sense, just as special education is an essential phase of a total school program, 
o is vocational rehabilitation a major factor in modern society. According to 
estimates based on the Public Health Survey of 1936, there are approximately 
28,000,000 people in the United States with a disability of some degree. 
Included among these are about 2,000,000 with more severe physical and 
mental handicaps so as to be in need of special rehabilitation services in order 
to be prepared for and placed in suitable employment. Recent studies to sup- 
port this estimate were made in 1949 and 1950 by the U.S. Department of 
Health, Education and Welfare in cooperation with the Bureau of the Cen- 
sus. Each year, an estimated 250,000 persons of working age become physi- 
cally and vocationally handicapped because of congenital conditions, disease, 
or injury. These figures represent persons 14 years of age and over, not in the 
armed forces, with long-term rather than temporary disabilities, and not includ- 
ing people with very serious disabilities with no reasonable chance to rehabili- 
tate them into employment, under our present knowledge. 


Scoot PARTICIPATION IN VOCATIONAL REHABILITATION 


Special efforts constantly have been made by rehabilitation counselors to 
work in close cooperation with the schools. This is the result of efforts to con- 
tact the disabled as early as possible, and of the recognized importance of 
training as a means of preparation for suitable employment. For example, in 
the fiscal year 1953, a total of $34,583,138 of state and federal funds was 
spent in the rehabilitation of 61,308 persons. Of the total expenditures, 
$17,096,369 was for purchased services (that is, exclusive of administration, 
counseling and placement costs). Of purchased services, 34 per cent was spent 
on training and supplies for 23,674 of the clients rehabilitated into gainful 
employment. This was the most money spent on a single category of services 
of the ten mentioned specifically in the report, Facts and Figures on Vocation- 
al Rehabilitation, 1953, a publication of the Office of Vocational Rehabilita- 
tion. It is also worthy of note that ten per cent of the clients rehabilitated, or 
6,102 persons were initially referred by educational institutions. The latter 
figure is fourth in order of magnitude of the seven specifically designated cate- 
gories of sources of referral. i 

Since the disabled persons eligible for services should be near or at working 
age, arrangements often have been made for the vocational counselor to 
contact the client in school at the age of 14 or 15. The policies and practices 
of establishing primary responsibility for the counseling of the client have 
depended upon the particular school, and the available personnel in the 
school and the rehabilitation agency. Many schools for the blind, for exam- 
ple, have few vocational counselors and have encouraged rehabilitation coun- 
selors to take primary responsibility for the student's terminal training and 
after-school adjustment. In many public schools, the rehabilitation personnel 
have an agreement with the school staff to speak to the high school classes 
and invite the physically disabled to talk with them. and to undergo an 
evaluation for the purpose of determining their eligibility for vocational 
rehabilitation services. Because the rehabilitation of the mentally retarded 
and the emotionally disturbed have not been established on as firm a basis 
dicapped, satisfactory arrangements for contacting 


ith the physically han 
ies di rior luta not been widely made. An example of close coopera- 
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tion in the Minneapolis schools has been described in “Vocational Rehabilita- 
tion of the Mentally Retarded” by Haasarud and Moore. Obviously, the 
retarded should be contacted initially in the schools by the rehabilitation 
counselor if the principle of early referral is to be effectively practiced. 


The general policy to be followed is to have the schools maintain primary 
responsibility for counseling until the individual is almost ready to leave 
school or be graduated. The rehabilitation counselor acts as a consultant to the 
school counselor or as coordinate member of the team, ready to take over more 
actively from the school counselor at the appropriate time. As the student is 
preparing to leave the educational institution, the rehabilitation counselor 
becomes the client's main point of contact and coordination. In this way, 
the client's last years at school are planned in the light of maximum potential 
usefulness to later life adjustment, and a smoother transition is effected 
between school and community living. The more flexible is the curriculum, 
the greater opportunities for adaptations in the total plan for rehabilitation. 
In some cases, the plan may call for part-time work and additional educational 
courses in subjects specifically related to the future needs for employment. 
State and Federal laws on the employment of minors is one of the factors to be 
considered in the referral of handicapped students to the rehabilitation 
counselor. 

Follow-up studies made by the rehabilitation agencies, or in cooperation 
with them, have materially influenced the curriculum in some situations. 
In thé Writer's observations, the schools for the blind have been more sensitive 
to the results of these studies than most other institutions of learning, although 
the total influence on curriculum changes is not as great as some authorities 
have hoped for. 

Increasing attempts have been made to encourage vocational instructors in 
the regular schools to modify their teaching methods to the needs of the handi- 
capped. This approach claims the desirable feature of integrating the handi- 
capped with the non-handicapped, and of making available the better resources 


efficient arrangement from the overall social viewpoint. McAuley's recent 
publication, Vocational Schools as Training Facilities for Blind Workers, is 
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developed in terms of a judicious use of services arranged through the agency, 
with cooperation from community resources. 


The state vocational réhabilitation agency provides medical and specialized 
examinations, counseling, assistance in placement, and followup at no 
expense to the client. Depending upon the need for other services, as well as 
a determination of financial ability of the client to pay some or all of the 
expenses for other services, the agency will arrange and provide for medical, 
surgical, and psychiatric treatment, hospital care, artificial appliances, living 
expenses and transportation during rehabilitation, occupational tools, equip- 
ment, and licenses. 


During the 1953 fiscal year, the services of counseling and placement with- 
out other service was provided to 17.4 per cent of the rehabilitated clients, 
counseling and placement with training was given to 29.2 per cent of the 
group, physical restoration to 42.7 per cent, training and physical restoration to 
9.3 per cent, and occupational equipment, tools, etc., to 1.4 per cent of the 
clients. Of the services purchased ($17,096,369), the amounts spent for 
various categories were: medical and psychiatric examinations, 4.1 per cent; 
psychological examinations, 0.4 per cent; transportation for diagnostic services, 
0.2 per cent; surgery and treatment, 12.8 per cent; artificial appliances, 11.1 
per cent; hospital and convalescent care, 12.8 per cent; training with training 
materials, 34.3 per cent; maintenance and transportation, 20.4 per cent; occu- 
pational tools, equipment and licenses, 3.1 per cent; equipment for business 
enterprises, 0.7 per cent; and other services, 0.1 per cent. Except for admin- 
istration, counseling and placement services, almost all other services are 
purchased by the state rehabilitation agency through community facilities, 
by agreement in each individual area. 


Training may be arranged in many ways. In most cases, regular training 
facilities are engaged, such as universities, colleges, commercial and business 
schools, high schools, and special educational institutions. In some cases, the 
training may be furnished by special tutors, correspondence or extension 
courses, or on-the-job. 


LEGISLATIVE DEVELOPMENTS 


The initial Vocational Rehabilitation Act was passed in 1920 “to provide 
for the promotion of vocational rehabilitation of persons disabled in industry 
or otherwise and their return to civil employment.” For several reasons, the 
emphasis was on vocational training of persons disabled in industry. The 
program depended upon extensions of the Act until 1935, when Title V of the 
Social Security Act provided for permanent and continuing authorization by 
Congress of annual appropriations for grants to the states. The Social Secur- 
ity Act also provided for close liaison with the State Employment Services to 
place the handicapped. In 1936, the Randolph-Sheppard Act enabled the 
states to license qualified blind persons to operate vending stands in federal 
buildings. Although the Randolph-Sheppard Act contained no direct provision 
for financial participation, the activity gave impetus and example for the 
establishment of additional stands operated by the blind in state, municipal, 


and private buildings. 


339 


SALVATORE G. DIMICHAEL 


The enactment in 1943 of Public Law 113 resulted in a major expansion of 
the state-federal vocational rehabilitation program. The war had high- 
lighted the needs of civilian disabled and their potential and real contribu- 
tions to the total war effort. The Act considerably increased the scope of 


many kinds, a phase of the program frequently referred to as physical restora- 
tion. In July, 1945, authority contained in the yearly federal appropriation 


persons a year might be reached by 1959, when federa] and state governments 
might share equally in the total cost of the Program. A three-part grant struc- 


the federal government makes grants to states and to public and other non- 
profit organizations and agencies 


The authority to make grants for special projects already has resulted in 
financial assistance to universities for graduate training in rehabilitation 
counseling, counseling psychology, vocational counseling, social work, and 
undergraduate training in physical and occupational therapy, as well as for 
short-term training. Educational benefits ranging from $1400 to $3700, 
with additional allowances of $350 a year for a dependent spouse and for each 
child under 18 years of age, have been made through arrangements with 
approved institutions of learning. 

ie Vocational Rehabilitation Amendments of 1954 included a number 
of ot i i 
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provide at least one person in each state or Federal employment office with 
the specific duties of promoting and developing job opportunities. Another 
provision called for a thorough study of existing programs for teaching and 
training homebound handicapped persons, the report to be submitted to 
Congress, with the aim of expanding and improving such services. The Act 
authorized the licensing of persons to operate vending stands on any Federal 
property, with preference to blind persons licensed by a State Agency. More- 
over, the Law encouraged the establishment of public and other non-profit 
rehabilitation facilities, with special mention of rehabilitation centers and 
workshops for the severely handicapped. 

The Medical Facilities Survey and Construction Act of 1954, an amend- 
ment to the HillBurton Hospital Survey and Construction Act, includes 
authorization of $10 million in grants for rehabilitation facilities. The latter 
is defined as 


a facility which is operated for the primary purpose of assisting in the rehabilitation of 
disabled persons through an integrated program of medical, psychological, social and 
vocational evaluation and services under competent professional supervision. 


REHABILITATION SERVICES BY PRIVATE AGENCIES 


Private agencies, as a whole, have made notable contributions in the 
development, improvement, and fuller scope of rehabilitation services. The 
public rehabilitation programs, both civilian and veteran, were influenced by 
the pioneering efforts of private organizations. It would take a careful and 
painstaking study to record the history of work by private agencies. Early 
in the century, the facility now known as the Cleveland Rehabilitation Center 
began a program considered ambitious by the standards of the time. The 
Institute of Crippled and Disabled of New York City, as well as the American 
Red Cross, participated actively in institutes during World War I, dealing 
with the problem of establishing a rehabilitation program for veterans and 
later for civilians. ' ad 1 

The private agencies were unhampered by legislative restrictions and experi- 
mented with methods and techniques which later were incorporated in public 
programs. In more recent years, for example, the Institute of Physical Medi- 
cine and Rehabilitation, in New York City, did notable work with paraplegics, 
a group formerly considered non-feasible. The Altro Workshops helped to 
highlight the benefits of a work conditioning program for tubercular patients 
discharged from the sanatorium on a restricted-activity basis; more recently it 


has developed similar techniques for helping the emotionally disturbed in 


adjusting to community life after parole or discharge from mental hospitals. 


The Goodwill Industries of America have established a national network 
of sheltered workshop and training facilities. The National Society for 
Crippled Children and Adults, and later the United Cerebral Palsy Associa- 
tions have fostered a program, including speech. training and physical and 
occupational therapies, to demonstrate the possibilities of rehabilitating cere- 
bral palsied persons. Similar examples could be mentioned at considerable 
length and would take in a very large number of private agencies. 

The private organizations usually deal with one disability group. In so 
doing, they have conducted pilot studies which demonstrated improved 
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methods of rehabilitating the people served, and then have eagerly sought to 
train personnel in public and private agencies in the newer principles and 
techniques. One great value, sometimes overlooked, is the fact that private 
agencies have solicited the interest of the lay and professional community 
and thus have been instrumental in proving to the public the values of 
rehabilitation. Legislative developments were the results of studies by 
Congressional committees, and their proceedings vividly testify to the factual 
data of demonstration projects, the encouragement and widespread backing 
of private organizations. 


VOCATIONAL REHABILITATION OF VETERANS 


With the passage, in 1917, of an amendment to the War Risk Insurance 
Act, the new concept of rehabilitation of the disabled veteran was adopted. 
Prior to this time, benefits were largely land grants, retirement pay, service 
pensions, and domiciliary care with some medical treatment. The concept of 
rehabilitation was expended in its current broad sense with the enactment of 
Public Law 16, in 1943. The purpose of the program was to restore employ- 
ability to those disabled in military service during the period of war or 
declared national emergency, and to integrate the veteran into regular com- 
munity living. Public Law 894, approved in 1950, provides essentially the 
same benefits as under Public Law 16 for veterans with active service during. 
the period of national emergency commencing June 27, 1950. The date of 
January 31, 1955 has been established by proclamation of President Eisen- 
hower as the end of the Korean conflict period governing eligibility. 

To be eligible for benefits under Public Law 16 and 894, the veteran must 
be in need of training to overcome the handicap of his service-incurred dis- 
ability. The Veterans Administration has not set up any special training 
facilities but has made use of established educational institutions and on-the- 
job, as well as home training for the homebound. The services include sub- 
sistence allowance payments, money for tuition, books and supplies, and 
other types of services necessary for the successful pursuit of the training 
program, such as speech correction, special restorative training, reader service, 
or special equipment. 

The program is administered directly by 70 Veterans Administration re- 
gional offices. The disabled veteran must take training toward a goal con- 
sistent with his abilities, aptitudes, interests, previous training and disability. 
A vocational counselor is provided by the Veterans Administration either on its 


Employment Services, or by arrangement with the State-Federal program of 


eligible group, have participated in the program under Public Law 16 since 
its inception. The peak was reached in December, 1947, when a total of 
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265,000 veterans were enrolled. Only 12,000 veterans remained in training 
in December, 1954. Approximately 25,000 veterans have been served under 
Public Law 894 since its inception in June, 1951, until December, 1954. 
The cost of benefits through Fiscal Year 1954 has approximated one billion, 
six hundred thousand dollars. About four-fifths of this cost represented sub- 
sistence allowance payments, and the remaining one-fifth was paid for tuition, 
books, supplies and equipment. 


EMPLOYMENT OF THE HANDICAPPED 


The cardinal aim of vocational rehabilitation has been to establish the 
handicapped into regular employment, side by side with the non-handicapped, 
and where this is not possible, into remunerative sheltered employment. Great 
strides have been made in developing techniques of placement that take into 
account the abilities as well as the limitations of the mentally and physically 
impaired. The present view is that every person has strengths and limita- 
tions so that the differences in employability between handicapped and non- 
handicapped are quantitative rather than qualitative. For example, it is as 
much of a handicap for a college-trained engineer to try to do bookkeeping, 
or for an automobile mechanic to try to construct a bridge, as it is for an 
amputee to undertake a job requiring considerable climbing or stooping. 


The handicapped are to be found in all fields of employment. The yearly 
statistics of the Office of Vocational Rehabilitation have shown repeatedly that 
the disabled who were rehabilitated were employed in occupational groupings 
almost similar to those of the United States Labor Force. Moreover, studies 
of comparable groups of disabled and selectively placed non-disabled workers 
have shown almost similar records in such factors as production, job stability, 
absences, number of accidents, duration of illness due to accidents, earnings, 
and efficiency ratings. The small differences that appeared were sometimes 
in favor of one group, sometimes the other, with the possible exception that 
a small percentage of the handicapped needed to have some slight modification 
in job conditions. Although the point has not been proved, it is the opinion 
of some authorities that a slightly greater amount of supervisory time is re- 
quired to assist the handicapped in initial adjustments to the total work 


situation. 


Each handicapped group has a wide scope of jobs in which individuals have 
been, or may be placed. The studies of the United States Civil Service, the 
War and Navy Departments, United States Department of Labor, Veterans 
Administration, and Office of Vocational Rehabilitation, as well as others 
under private auspices, have attested to the wide range of jobs for any handi- 
capped group. For the physically handicapped and the emotionally disturbed, 
one will find individuals in job categories ranging from the professional to 
the unskilled. For the mentally retarded, there are thousands of jobs in the 
semi-skilled and unskilled categories as has been shown in many studies. It is 
obvious, then, that the problem of suitable placement is dependent upon a 
skillful exploration of the field of work, and the strengths and limitations of 
the individual, with a matching between the two that also recognizes human 


adaptability to several kinds of jobs. 
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In spite of the evidence produced by many studies attesting to the economic 
usefulness of the handicapped, and their creditable performance as compared 
to the non-handicapped, resistance to the employment of the mentally and 
physically handicapped still exists, as was found m Barker and his associates 
in a critical summary of pertinent studies. This problem is not alone a 
condition which requires education of employers, but society as a whole, 
because the latter creates the social environment that is reflected in the atti- 
tudes of special social groups. 


SPECIAL EDUCATION AND VOCATIONAL 
REHABILITATION 


MARY E. SWITZER 


In a very real sense, special education and vocational rehabilitation have a 
common purpose and a similarity of origin. Both deal with deviants for 
whom some special provision must be made if later life adjustment is to be 
healthy and successful. Both are products of our developing system of educa- 
tion, in which experience has taught us that variations in approach and in 
services must be made for certain of the population who, usually for reasons 
beyond their control, cannot participate in the benefits of standard instruction 
methods. 

Just as the evolution of special education has taken it far beyond the rudi- 
mentary efforts of a few decades ago, so has vocational rehabilitation developed 
into a much broadened concept of what can and should be done for the 


disabled. 


Scope oF VOCATIONAL REHABILITATION SERVICES 


Vocational rehabilitation services to handicapped individuals are provided 
through eighty-eight State vocational rehabilitation agencies located in each 
State and Territory. Some States have two agencies, one specializing in the 
blind and another for the remainder of the disabled. They provide the ‘core’ 
services of counseling and placement and, as needed, physical restoration, 
vocational training, prosthetic appliances, transportation, occupational tools 
and equipment, and maintenance. Since the goal of all of these services is a 
suitable remunerative occupation, obviously the program is directed toward 
those of employable age. To be eligible for such services, there must be: 
(1) a physical or mental disability; (2) a limitation, imposed by the disability, 
which constitutes a handicap to employment; and (3) a reasonable expectation 
that the provision of rehabilitation services will make the individual fit to 
engage in remunerative work. 

Vocational rehabilitation today has an exciting new charter. At the urging 
of the President, the 83rd Congress enacted Public Law 565, the Vocational 
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Rehabilitation Amendments of 1954. The framework for a much more com- 
plete vocational rehabilitation service now has the necessary legal foundation, 
with financial authorizations which point to a program three-fold and more 
larger. A tri-pronged attack on barriers to a more comprehensive program, — 
funds, facilities. and personnel, — is to be carried out through this legislation. 
Not only is provision made for supporting the present program operation, 
but the path to extending and improving rehabilitation services has been 
opened. Opportunity is presented for developing new methods and techniques 
of rehabilitation, for instituting new services to disabled people, for studying 
scientifically problems associated with disability, and for creating needed 
facilities for rehabilitation. To meet critical rehabilitation personnel short- 
ages, a training and traineeship program has been authorized. 


Some RELATIONSHIPS 

This newer dynamic framework of vocational rehabilitation has important 
implications for special education. For the estimated 700,000 children, many 
homebound, who are in special classes and schools or receive help from edu- 
cational specialists, home or hospital teachers, vocational rehabilitation may 
well be the next step in the process of future gainful employment. For the 
estimated 4,000,000 children and youth, half of whom are physically handi- 
capped, who have need for a special type of school program, an enlarged voca- 
tional rehabilitation program represents new hope for their future. While 
vocational rehabilitation services are available to a greater population than 
those who have been provided with special education, the relationship between 
them may be expressed as follows: Special education provides physically and 
mentally disabled children and youth with the broad foundation for maximum 
mental, physical, and emotional adjustment to disabling conditions that is 
consistent with the individual's abilities and capacities; upon this solid base 
vocational rehabilitation erects the superstructure of preparation for, entry 
into, and adjustment to an appropriate occupation, and assumes terminal 
responsibility with the disabled individual for such refinement and strength- 
ening of his mental, physical, and emotional attributes as may be necessary. 
Obviously, the more closely planning and action are integrated, the more 
certain is it that needless duplication will be avoided, practical goals estab- 
lished, and clients time and energy used most advantageously and effectively 
for realization of these goals. d 

A fundamental technique in vocational rehabilitation frequently is used to 
study and solve problems among handicapped children and youth. An ex- 
cellent illustration of this has been provided by the Children’s Division of the 
Institute of Physical Medicine and Rehabilitation of the New York Univer- 
sity — Bellevue Medical Center (a joint program of the Institute and the 
Association for the Aid of Crippled Children), in cooperation with the New 
York City Health Department. In 1952, the Institute initiated a team evalu- 
ation of a group of homebound handicapped school-age children in New York 
city. Permission for evaluation, as well as abstracts of medical records, were 
obtained from each child’s physical or the hospital clinic where the child 
received care. In certain instances, some social data were provided by the 
hospital, the home teacher, or other agency interested in the family. Medical 
social workers discussed proposed evaluations with children and parents, 
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analyzed home and family situations, and secured the permission of the 
family to have the child evaluated. The findings and recommendations of 
the evaluation team, which consisted of an orthopedic surgeon, a psychiatrist, 
a pediatrician, and a medical social worker, were sent to the child's private 
physician or hospital. Seventy-four orthopedically handicapped school-age 
children were evaluated by the team. 

The outstanding result of the evaluation project! was the team’s finding 
that one-half of these children were considered physically capable of return- 
ing to school immediately. Since some 1,100 similarly disabled children were 
receiving home instruction from teachers provided by the New York City 
Board of Education, the lessons to be learned from this approach have not only 
individual but also broad financial value. 

This is not an isolated instance, as further demonstrated by a study of 
home instruction students made by the New York Division of Vocational Re- 
habilitation. In this study, a group of 246 students on home instruction in 
New York City were located by that Division and offered services. ‘These 
students were under the care of private physicians, and it did not appear from 
the study that any special physical restorative services were provided after 
the beginning of the study. Through the provision of counseling and voca- 
tional training, 174 of the group successfully adjusted or were in the process 
of making an adjustment to the community. Thirty-one individuals were pro- 
vided with vocational training and placed in employment, 16 were placed 
without further training, 16 were attending universities, 11 were attending 
either State Institutes or receiving special art instruction, and 15 were enrolled 
in a variety of private schools in the community. Sixteen of those in the study 
returned to high school or regular classes for the first time; 29 remained on 
home instruction. It is apparent from this study that factors other than 
physical account for a large part of the confinement of these individuals to the 
home for educational purposes, factors which have not been identified. On the 
other hand, it is reasonable to assume that a comprehensive and dynamic 
evaluation of the youngster's strengths and weaknesses would have led to 
the development of a more effective educational plan. 

These studies impress one with the fact that individuals are homebound 
not only because of the nature or severity of their disabilities but often 
because of circumstances. This impression is fortified by the observations 
made in a study of disabled homebound persons conducted recently by the 
Office of Vocational Rehabilitation, pursuant to Section 7 of Public Law 565. 
This study suggests that “the same disability may cause a person to be home- 
bound in one situation but not in another"? Some elements bringing this 
about are suggested. , 

1. Geographical factors often are instrumental in making à person shut- 
in’, especially in rural areas where lack of transportation or distance to treat- 
ment centers and schools may keep one at home. 

2. Lack of rehabilitation centers, workshops, special classes or personnel 
may force one into a homebound status. Y i 

3. Psychological components of disablement are often causative factors in 
confining an individual to his home. i 

While this study was limited to the homebound, the conclusions are sound 
for many types of services to the disabled and point to the comprehensiveness 
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of the evaluation, planning, and programming needed to assist the disabled 
to make an adequate adjustment. It emphasizes the necessity of seeing the 
service, whether of special education or of vocational rehabilitation, in the 
perspective of the total individual with whom one deals. Thus, it is not 
enough to study the physical and mental abilities and disabilities of the 
handicapped child, or his educational growth and development. He must be 
studied as a total person with special emphasis on seeing him in his social 
setting. This is a perspective which is vital in both vocational rehabilitation 
and special education. 


IMPoRTANCE or SELF-CARE 


Rehabilitation has also learned that many disabled persons are seriously 
limited not because they are beyond help because help is beyond them. There 
is still a widespread lack of understanding of what modern methods of physical 
rehabilitation can contribute to making life for handicapped individuals 
more active and enjoyable. Dr. Howard A. Rusk, in the foreword to Edith 
Buchwald's Physical Rehabilitation for Daily Living, considers retraining in 
the physical activities of daily living the foundation of rehabilitation: 

The physician in the past has thought too much about the physiological and clinical 
aspects of the patient's disability and too little about the physical retraining in skills 
necessary for carrying out the basic activities of daily living. Except in a few isolated 
instances, the physically handicapped person must be retrained to walk and to travel, to 
care for his daily needs, to use normal methods of transportation, to use ordinary toilet 
facilities, to apply and remove his own prosthetic appliances and to communicate either 
orally or in writing. Too frequently, these basic skills are overlooked. The patient is 
given numerous medical, psychological and vocational services in preparation for employ- 
ment or self-care, but retraining in the activities of daily living is overlooked with the re- 
sult that the patient, being unable to walk or travel and care for himself. , is also unable to 
utilize effectively the other medical, psychological, social and vocational services he has 
received for richer and fuller living. Retraining in the basic activities of daily living is 
primary; it is simple a matter of ‘first things first’, for daily activity skills are the basis for 
subsequent activities.3 

That such emphases are decidedly lacking is made manifest in the 1950 sur- 
vey of the Commission on Chronic Illness. OF 2,600 hospitals surveyed, only 
65 reported having an organized rehabilitation service. Similarly, a survey by 
the Office of Vocational Rehabilitation in 1954 showed only 23 comprehen- 
sive rehabilitation facilities of varying sizes and major emphases. The unfor- 
tunate result of this situation is an increasing number of severely disabled 
individuals. 

Fortunately special education can do much to prevent this from taking 
place since special classes for the handicapped may often prevent these indi- 
viduals from becoming homebound. This can occur when special class 
teachers place maximum emphasis on the disabled child doing things for 
himself. In many instances, it is small favor to the disabled person, in the long 
tun, to do things for him rather than with him. This often results in a one- 
sided educational process in which growth in information and intellectual 
knowledge proceeds without due attention to the other elements of a well- 
rounded life. Physical tasks involving activities of daily living should become 
a regular part of the classroom practice of special teachers. Such simple items 
as propelling one’s wheelchair about the classroom or along school corridors 
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rather than having it pushed by the teacher may be quite important for an 
individual, since it affects not only his present functioning but his future 
prospects for vocational rehabilitation as well. In like fashion, using crutches 
rather than being lifted, taking one's own class notes rather than using the 
services of a recorder, learning speech reading rather than depending upon an 
auditor, — all of these have significance to one's vocational future as well as 
to the educational present. 

So important are these skills considered by some that they prefer to use 
the term ‘habilitation’ for them rather than ‘rehabilitation’. In a real measure 
this is sound preference, since these skills enable a person to live rather than 
relive, to learn rather than relearn, to adjust rather than readjust. In this 
context, these skills take on a developmental meaning and educational 
significance, since they become part of a growth process. 

The need to coordinate efforts and emphases in special education with 
those in physical rehabilitation is great. Thus the special teacher should 
make every effort to tie classroom activities into the physical goals set by 
the physician. In this way classroom and clinic become a total process in 
much the same way that vocation and physical therapy become integrated. 
Even in the absence of such a total process, however, an awareness of these 
goals and the methods of accomplishing them will contribute greatly to the 
child’s achievement of capacity to meet the physical demands of daily life. 

This effort will also be rewarding in the prevention of additional handicaps. 
The provision of appropriate medical and para-medical services in the func- 
tional activities of daily living may prevent many disabled individuals from 
becoming more severely handicapped. This is axiomatic in rehabilitaton and 
has important bearing for special education. The more special education can do 
to develop and maintain self-care ability, the greater will be the disabled 
individual's opportunity for self-support. The extent to which the disabled 
person is able to take care of his personal needs, ambulate, travel, and be 
independent conditions vocational potential greatly. The individual who is 
completely independent of assistance from others has greater potentiality 
for competitive employment, all other factors being equal, than those who are 
more limited in self-care. For those unable to care for themselves, some form 
of home employment would appear to be the highest attainable goal. Similarly, 
for those able to ambulate but who need assistance for travel, sheltered employ- 
ment might be expected. 

With these factors in mind, the special teacher has an unexcelled opportun- 
ity to be a constructive force in the lives of many handicapped children in 
ways which extend far beyond the usual sphere of the teacher’s direct respon- 
sibility. Emphasis on academic learning may be joined with emphasis on 
the handicapped student's need to fully develop and maintain his skills in 
self-care and the general physical activities of daily living. The handicapped 
student needs to understand that one relates closely to the other, that educa- 
tional progress may have little real meaning unless the person develops him- 
self to the place where he will be able to use the knowledge acquired. 

Paralleling this is the important responsibility of the teacher to help the 
disabled child or youth to accept educational fields and goals which correspond 
to the maximum physical potential of the person. For some persons, academic 
learning may suffice as a goal in itself. For the majority, however, completion 
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of academic work implies a job, an income and self-sufficiency. There is cruel 
disappointment ahead for many severely handicapped young people when 
they are encouraged to pursue studies which they are mentally capable of 
completing, but which they may not, because of the severity of their disability, 
be able to put to use in the practical world of work. 


EMOTIONAL ÁDJUSTMENT 

Important as are these self-care activities, their achievement is conditioned 
by the extent of personality integration of the disabled individual. It is axio- 
matic that the disabled rehabilitate themselves, not the counselor, the physi- 
cian, or the teacher. Dr. Rusk, in his Evaluation of Rehabilitation,* has 
pointed out that the degree of success of physical rehabilitation measures is 
usually influenced by the degree of individual motivation and social oppor- 
tunity. Dr. Karl Menninger has also emphasized the role of adjustment in the 
extent to which the disabled person cooperates in the treatment process. In 
his chapter on "Psychiatric Aspects of Physical Disability"* in Psychological 
Aspects of Physical Disability he indicates that the disabled person must not 
only adjust to the physical limitations and changes imposed by his disability 
but also make a profound psychological adjustment involving his image of 
himself, his worth, and his place in society. The fact of physical dependency, 
he points out, must be accepted, not denied or yielded to, by the disabled 
person before he can make a realistic adjustment to his disability. Dr. Men- 
ninger also suggests that this acceptance is the basis for the personal motiva- 
tion for improvement which is essential to successful rehabilitation. 

The role of the special teacher in this area is of great importance. She may 
well serve as the catalyst for adjustment or maladjustment. As a positive force, 
she can readily lead the child to self-acceptance. Since the road to accepting 
oneself is through being accepted by others, the teacher must utilize all the 
techniques in her power to demonstrate her acceptance of the disabled young- 
ster. She must keep in mind that disability does not change one's fundamental 
psychological needs, — security, sociability, approval, and the rest. Thus, 
while there is need for a supportive relationship between the special teacher 
and the child, emphasis must be placed on utmost participation by the child. 
The child, in other words, is to be looked upon as an active partner; he then 
begins to accept himself as a responsible individual with a resulting status 
position which will allow for action and acceptance of disability. It is well 
known that self-respect is built only when the individual feels that he has an 
important role in planning his life and when what he says and how he feels 
is respected. This is the technique of the rehabilitation counselor and is 
equally applicable to the special teacher. 1 

The theory of this position is too often in contradiction with reality and 
nowhere is the dichotomy more clear-cut than in the case of the cerebral 
palsied. Thus, in a study of the Vocational, Education, and Recreational 
Needs of the Cerebral Palsied Adult® which investigated the adjustment of 
200 ambulatory cerebral palsied adults in New York City, Selma J. Glick 
found that three-quarters of the cases interviewed presented a picture of 
emotional maladjustment. One out of five were judged severe enough to 


preclude the possibility of job placement, This judgment was based upon the 
presence of such factors as: 
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. Unrealistic attitudes 

Intense feelings of insecurity 

. Extreme immaturity 

. Excessive fears 

Strong feelings or inferiority 

. Low frustration tolerance 

. Problems in interpersonal relationships, and 

8. Lack of motivation. 

Many of these conditions can be prevented or minimized when special 
teachers have both the opportunity and the vision to serve as positive forces. 
When individuals such as these come to vocational rehabilitation agencies, 
little can be accomplished without intensive social casework and even psychi- 
atric help. On the other hand, a skilled and understanding special teacher 
can prevent many of these personality maladjustive patterns from forming 
and thus make simpler the later vocational adjustment of the youngsters. 


MO uw I- 


Community ÁCrioN 

Rehabilitation and special education have one other characteristic in com- 
mon — they are both investments which the community can ill afford not 
to make. Experience has shown clearly that it is in the enlightened self-interest 
of the community to make funds available for vocational rehabilitation pur- 
poses. It has become increasingly apparent that disability and dependency 
run hand in hand and that many social problems arise in their wake. As a 
result, there has been a growing recognition that disability and dependency 
are largely community problems, and that they require the marshalling of 
the community's full health, welfare, educational, and employment resources 
if a solution is to be found. 

Dr. Rusk has pointed out that, if something is not done about using the 
disabled, the chronically ill, and the older age group, by 1980 for every 
able-bodied worker in America, there will be one physically handicapped, one 
chronically ill, or beyond the age of 65 on that worker's back. Moreover, the 
States and the Federal Government are supporting almost one million men 
and women through the public assistance programs because of disability 
alone. 

It has been demonstrated over and over again that in many instances, it 
costs substantially less to rehabilitate disabled persons on public assistance 
rolls than to maintain them on public aid. The taxes that such persons will 
pay during their lives will repay the Federal Treasury ten dollars for each one 
dollar invested. ; 

A total approach to the problems of disablement is becoming available 
through cooperation between public and voluntary agencies. „The goal is 
clearer than at any time in history. It has been well expressed in an address 
given at the November meeting of the National Society for Crippled Chil- 
dren and Adults by Nelson A. Rockefeller, then Under Secretary of the U. S. 
Department of Health, Education, and Welfare: “Today, rehabilitation . . . 
the process . . . is linked with independence . .. the goal. And in joining 
together these two symbolic terms, let us hope that some of the universal 
esteem in which all America holds independence will become associated in 


the public's thinking with rehabilitation." 
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Keystone in the arch through which the exceptional youth passes when 
school days are finished is his vocational adjustment. The efforts of parents, 
teachers, and medical and guidance specialists as well as the exceptional youth 
himself focus with great intensity as the youth, leaving behind his adolescence, 
takes his first steps toward economic independence. His vocational adjustment 
is in part a measure of the success of the programs from which he has bene- 
fited and in part a return to his family and society for the habilitative steps 
they have taken on his behalf, Upon the freedom given him in his vocational 
adjustment he will be able to build his life and establish his own home. 

The problems facing the counselor of a youth with some impairment of a 


goal, assist him in his planning without imposing his own thinking, and when 
à decision has been reached, aid in plans for attaining the goal. Concurrently 


cannot be wholly separated from other guidance needs in an integrated pro- 
gram of adjustment. 

The counselor of the disabled will also find men and women coming to his 
desk who have suffered an impairment after taking on the responsibilities 
of adulthood. They, too, have their problems of security for their family, win- 
ning freedom from dependency, regaining confidence within, and other prob- 
lems arising from the trauma of becoming impaired after life's patterns of 


disabled men and women find themselves is more circumscribed than that of 
their former classmates, their fellow workers, friends, or brother; the alterna- 
tive plans, less numerous. The limitations imposed by the impairment, the 
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insecurities that develop through his relations with family, school, and 
neighborhood as well as in the world of work heighten the need for a firm 
footing beneath each step taken by such a person. 

In his guidance program the counselor must channel several significant 
currents. Not only must he bring together an ordered array of facts about 
the individual and his goals, counsel for any needed attitudinal changes in the 
person himself, in his immmediate family, and secure needed services and 
appliances as well as training in their use, but he must be an advocate of 
programs for the disabled in his community, in industry, in research, and in 
government. 

Today the breadth of the program for the adjustment of the disabled 
is so great that it cannot be carried on by one counselor alone. Doctors, appli- 
ance fitters, physical therapists, recreation specialists, social workers, psycholo- 
gists, vocational counselors, job analysts, placement workers, and employers 
join talents in the program. The counselor, in many such programs, acts as 
the catalyst in the process. The approach, in the very core, is becoming a team 
attack. Although not all disabled need all services, and in some cases only a 
limited service is needed to set the individual on his way, in others an inte- 
grated program must be individually developed. 


EvaruATION AND CouNsELING 


In guidance with the disabled there are numerous functions which pre- 
suppose, on the part of the team member, definite professional preparation 
as well as a wide range of work experiences and personal attributes. In one 
respect he must come to terms with himself as in no other guidance work, 
and that adjustment lies in his philosophy about the status of disabled in the 
American Society of the 1950's. Actual attitudes of workers for the disabled 
and the general public from which such workers come are characterized more 
by their diversity than their coherence and by the contrast between verbalized 
statements and inner reactions." 

The member needs an insight into the emotional and social life of the 
disabled and tolerance for the many ways in which people in general behave 
and the disabled in particular insofar as their behavior may be out of the 
ordinary. Members of the team face one more demand. Disabled youth and 
adults are not a class unto themselves. In spite of the fact that they occupy 
a devalued status or, in some respects, a privileged one, each is an individual. 
Guidance with each individual, regardless how each is put into a class in a 
review such as this, is case work in its most intense techniques. 

Evaluation. In the evaluation of the disabled, looking forward toward their 
habilitation into a working membership in the community, a wide range of 
services is called upon. There is a medical survey for treatment, surgery, 
appliances, and subsequent therapy ranging from physical exercises to 
strengthen muscles to auditory training to establish sound perception. There 
is a re-evaluation after all restoration is completed to determine capacities to 
sit, stand, walk, hear sounds of improperly operating machinery, sense depth 
visually, put forth sustained exertion, and so forth. This evaluation sets 
the limits of physical versatility and highlights the remaining usable capaci- 


ties. 
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A similar profile of abilities and disabilities is needed for psycho-social 
characteristics. Intelligence, educational level, talents, interests, attitude 
toward impairment, personal and family resources are among these. 'The 
goal is an appraisal of resources upon which a vocational plan may be built. 
The doctor, social worker, therapist, and psychologist must present their 
appraisals in language the job-placement import of which is clear to coun- 
selors, placement workers, and plant supervisors. For part of this appraisal, 
the physical capacity analysis as developed by the U.S. Employment Service 
and made specific in several industries is available.^" The role of the psy- 
chologist and the social worker has been outlined, with specific suggestions 
for each area of impairment.!* 


Emotional Problems. Counseling, especially in the beginning stages of 
vocational adjustment, cannot escape the emotional problems a disabled 
person may have. He brings with him all the drives and barriers to their 
fulfillment that all people have. He comes with problems that arise from 
his particular disability. "These problems, possibly, unverbalized, possibly 
easily expressed, come out of his reactions to himself as he learns that he 
cannot cope with all physical situations in which he would like to take part 
and as he sees himself as others do. 

The normal childhood dependency was often heightened, possibly by 
numerous hospitalizations, or a special school with its unique habilitative 
steps, and by attitudes of chums, classmates, neighbors, and family friends. 
Although such forces may have given him a somewhat privileged position as a 
young child, as he grew he absorbed the physical and social goals of his im- 
mediate world. As he applied the yardsticks of physical versatility in ball 
games, hikes, and movie attendance, and of attractiveness in his social life, 
he found certain limitations in himself. At the same time he sought to meas- 
ure up to the yardsticks of his world, he may have found himself the object of 
veering affection as parents shifted from oversolicitude to rejection, and 
brothers and sisters became resentful of him in a home in which he may have 
been given special status. In addition to these special liabilities, he had his 
share of soul-searching so common as adolescents become youths. 

As he grew, these traits may have taken definite form. In terms of outward 
personality, he may be oversensitive, withdrawn, and self-conscious or their 
opposites. Inwardly he may be beset with feelings of dependency brought 
about by the many services he received and the restricted range of his activities; 
by feelings of doubt about his abilities because of the converse of the age-old 
association of a sound mind in a sound body; and by desires to appear like 
other people so often reiterated in inspirational talks. 

In those who suffer a loss as an adult, the counselor will find no less 
problems, for such a person brings to his disablement all of the attitudes and 
beliefs of the physically normal without the years for reconciliation. In his 
own eyes, such a person has suffered a serious devaluation. 


from those who are not disabled. The type of disability has no relation to the 
type of adjustment attempted by the disabled except in a few extreme cases 
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involving special ways of living. There is no personality type among the 
disabled, for their traits parallel those of the unimpaired.* 

Experience Limitations. Disabled youths sometimes do not obtain the 
variety of experiences that their brothers and sisters do. Extended periods of 
hospitalization, residence at a school with its necessary rules of group conduct, 
limited travel capacities, and possible exclusion from youth groups tend to 
reduce the range of experiences, whether it be in sports, window shopping, 
social circles, or day-by-day travel. Not only is the physical environment 
possibly restricted, but contacts with other people on a casual basis are 
reduced. More particularly from a vocational viewpoint, the opportunities for 
part-time work are reduced. As a consequence, the youth has a limited range 
of experiences in which to try himself out and learn the give-and-take of 
every-day social intercourse. 

Because of a serious motor or sensory limitation, he often may have been 
praised for even simple accomplishments. The untutored friend of the 
family or the teacher happy in seeing an accomplishment may praise an act 
or project beyond its merits. As an outgrowth of this, the youth may have 
unrealistic ideas about his capacities. 

In tracing some of the pitfalls in the path of a disabled person, it can be 
seen that none is unique to him. His path is beset with more because of his 
physical limitations and the reactions of others as well as his own reactions to 
the two. To some extent the pitfalls are unavoidable. Although there are 
certain things he cannot do, he still must live in a world geared for those who 
can. On the other hand, some of the pitfalls become wider because of his own 
personality reactions to himself and deeper because of what others do to or 
for him. 


OCCUPATIONAL OPPORTUNITIES 


The counselor cannot plunge from his evaluations and personal counseling 
into vocational training without facts about occupations. These facts control 
the directions the guidance takes because the vocational adjustment of the 
disabled is realized in the world of competitive jobs. 

Job Analysis. Fortunately for the counselor, the growth of guidance in 
schools and colleges, the nation-wide expansion of a public employment serv- 
ice, defence manpower mobilization and demobilization as well as industrial 
expansion since 1945 have given impetus to occupational analysis. Not limited 
to a description of what the worker does and the tools he uses, it relates jobs 
into families, bringing together facts about industries and businesses in which 
jobs are. Trends in the future of the occupation and the supply of personnel 


for it are included. 


One immediate source of such information is the state employment services 
which sometimes publish pamphlets on jobs outlining duties, working condi- 
tions, opportunities for promotion, and related topics.? Commercial material 
is also available.!? This information must be evaluated, interpreted, and im- 
parted to the counselee. Occupational information is a core extending through 
all vocational adjustment of the disabled to placement and follow-up. 
A special feature in the growth of such analyses has been the increasing 
attention to physical demands in the performance of the duties of the job and 
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the conditions under which the job is carried on. Job analysis, as developed by 
the public employment service, covers the need for walking, crouching, color 
vision, and other physical demands in jobs, as well as the physical conditions 
under which the job is carried on, — inside or outside, in damp surroundings, 
in cooperation with others, and so forth. Over 25 items are included in each 
aspect, and a specific review of special conditions is called for.! Other 
techniques are available, some more detailed in terms of safety to self and 
others or specialized for a particular class of work.1213 Such analyses are used 
in some government and private industry jobs. Training and placement plans 
can become more focalized, since this description of physical demands and 
conditions can be matched to the companion description of the physical capac- 
ities of the disabled job applicant. 


Job analysis in the limited sense of physical demands and conditions as well 
as in a broader sense of difficulty analysis, time and motion studies is a possible 
approach to placement with such advantages as providing a tool to analyze 
any industry, a common specific terminology for doctor, job analyst, and 
placement worker. Analyses also provide a method by which jobs can be 
studied to determine whether the disability or some other factor caused a 
failure in a placement of a disabled worker.!5 


The first known attempt to analyze jobs from the view point of placement 
possibilities of the disabled was a pilot study in Minneapolis, in 1930.16 
Twenty-eight classifications of disabilities were used in analyzing over 20,000 
jobs. A California study used the same classification with a few changes.!? 
In both reports only summary tables of the number of feasible and condition- 
ally feasible jobs for each type of disability were published. The job analysis 
technique used in these studies did not specifically define the disability or the 
working conditions; for example, ‘partial vision’ was used rather than specific 
levels of acuity, peripheral vision, depth perception, sustained acuity. The job 
itself was not described in terms of its physical demands; a generalized type 
of disability was applied to the performance of the job, and differentiation 
among various disabilities established. 


The accompanying table presents some of the theoretical placement possi- 
bilities.18 


TABLE I PERCENTAGE oF THEORETICAL Jos PossmiLITIEs IN DIFFERENT AREAS OF 
Work For SELECTED DISABILITIES. 


Disability r XT Factory Mechanical Miscellaneous 

Arm: Hah Ss Jobs Jobs Jobs 

off above elbow 19 22 5 4 12 
Cardiac 95 79 50 44 52 
Partial 

deafness 61 47 90 71 
Leg, right i 

disabled 49 32 18 13 12 
Pulmonary 

tuberculosis 93 75 34 42 53 
Blind 0.5 1 0.6 0.4 0.2 


Workers with a given disability are not handicapped equally in all areas of 
work, and all disabled are not equally handicapped. Those with right leg 
disabilities, for example, have twice as many office job possibilities as factory, 
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nearly three times as many commerical as mechanical. The least limiting are 
cardiac and tuberculous disabilities; the most, blindness. 

Theoretical possibilities can be enlarged in two technical ways. Jobs can be 
re-engineered. A right hand control, for example, can be shifted for use by a 
leg; a special jig can be made to hold a part for a missing hand. On the other 
hand, the worker can be trained to circumvent his disability in some specific 
way. For example, in training a blind worker to operate a stale baked-goods 
grinder, he can be taught to use the palm of his hand to force the material 
down the hopper with his fingers extending out over the edge? In practice 
these two possibilities are used in times of tight labor markets or under other 
special circumstances. 

Job Lists. In the pioneering efforts of. vocational specialists, lists based 
on successful placements, not on job analyses, played a helpful role. While 
it was recognized in an early report that job lists, arranged by specific dis- 
ability, were a static approach, the Federal Board of Control for Vocational 
Education, under which vocational rehabilitation once functioned, issued a 
lengthy listing"? Other reports followed, one in New York and one in Cali- 
fornia. For example, the California survey listed 207 office workers with such 
disabilities as hand, arm, leg, legs, partial vision, partial hearing, and so forth. 
Such lists were inadequate in their description of the disability, and they 
stereotyped vocational adjustment measures by limiting efforts only to areas 
of past placement, failing to recognize the range of abilities among those 
whose only common characteristic is a disability. Such a list was of limited 
usefulness in an industry in which no placements had already been made or 
under changing job conditions. The advantages included the fact that such 
lists were morale builders in showing the range of jobs a given disabled 
person could actually hold and in impressing laymen with the proved occupa- 
tional versatility of a given disabled group. They may also be suggestive of 
related jobs in which disabled may be successful. 

Occupational information whether in the form of lists, analyses, or pos- 
sibilities for re-engineering or re-training cannot be concluded without placing 
it in its setting in guidance. On the one hand, the psychological assets of 
the counselee as well as local training opportunities must be meshed with 
such information; and on the other, the interest of employers in actual job 
analyses will govern the extent such techniques can be used. Psycho-social and 
economic factors probably play a more dominant role in actual placement 


than feasible job opportunities. 


TRAINING 


The individuality of each disabled person is recognized in the diversity of 


training opportunities given. No employment colonies have developed, and 


segregated training exists for only highly specific purposes. The range of 
es remaining after impairment, the profile of abilities, the 


physical capaciti ;d : 
rei of motivation and interest, the adaptability of personality, and the 


geographical distribution of the disabled require the use of training resources 
developed for all American youth. On the other hand, some special training 
centers exist, either dating from the time when such training was a distinct 
vocational asset because the able-bodied youth was untrained, or developed 
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to meet a special need as in graduated work-exercise periods for convalescent 
cases, 


Vocational Training. Vocational training is best demonstrated in the many 
opportunities offered under the Federalstate vocational rehabilitation pro- 
grams, although such programs are much broader in scope including physical 
restoration, securing appliances, counseling, placement and follow up. Train- 
ing has been offered in trade schools or colleges, on the job as an apprentice 
or more informally as a learner, through tutoring programs, and by correspon- 
dence. The program is selected in terms of the counselee's abilities, plans, 
work possibilities, and local resources. If the disabled are taken as a group, 
then training has been offered in every area of work represented by the 
thousands of entry jobs in the United States. 

Specialized training has been developed for some groups of disabled. These 
are either residential schools or centers in large metropolitan areas. Virtually 
every residential school for the deaf or the blind has some form of training, 
although in practice this training is more often prevocational experiences 
rather than trade education. For the tuberculous, there are a few workshops or 
training centers which often combine increasing work tolerance with training 
and, in some instances, paid work. For the orthopedic and others there are 
workshops which provide training as well as employment, the most extensive 
of which are the Goodwill Industries. 


Special Training Services. As the counselor moves toward the beginning 
of vocational training, he may have to develop several preliminary services of 
an instructional nature. His evaluation of the physical capacities of the indi- 
vidual may have revealed a need for training in meeting the numerous de- 
mands of daily living — dressing, holding the telephone, etc. A convalescent 
may need graduated work tolerance. If the individual had an appliance 
fitted, such as a hearing aid or an artificial limb, he most likely will need 
training in its use and care.21.22 

Another group of preparatory training services includes those of exploratory 
experiences with power and hand tools as well as other types of work activity 
in a well-rounded program. In addition to the immediate value of uncovering 
some vocational interest, other values come out of such experiences. They can 

used in conjunction with physical therapy measures, training in the use 
of appliances, and other aids to meeting the demands of daily living, and as a 
psychologically Supportive technique for self-confidence. 


Higher Education. A limited number of special aids are available for facili- 
tating higher education for the disabled, For blind college students, some 
States provide readers, and there are also scholarship funds. Since the 1860's 
Gallaudet College, supported by the Federal government, has been operated 
for the deaf. Other disabled attend college as do the thousands of American 
young men and women, a few through the aid of vocational rehabilitation if 
their objective is primarily vocational in nature. Special problems in note 
taking, travel between buildings and within old buildings, sustained exertion, 
and so forth exist. Careful vocational planning is needed for college training 
as for any other kind of training.?3 

Training for job placement occupies a central place in the vocational adjust- 
ment of the disabled. It is a strong lever to pry open the occupational world. 
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Training not geared to abilities, capacities, and limitations is wasteful of 
talent; not in keeping with existing job opportunities, unrealistic; not thorough 
and comprehensive, misleading. The whole of general education, physical 
restoration, furnishing of appliances, and evaluation can bottleneck in inef- 
fectual training. 


PLACEMENT 


Placement on a job is the conclusion to effective training. Training can be 
capitalized to its maximum values when placement is in line with such train- 
ing. Placement, even in line with training, requires selective techniques for 
a variety of reasons. The applicant's disability may make employer acceptance 
of him difficult because of his appearance, imputed lack of ability commonly 
associated with a disability, or lack of experience in an entry job indicating 
he has not yet been tested in the world of work. The disability may be aggra- 
vated by improper working conditions or job demands. The disabled worker 
may be placed in a position in which he is a hazard to himself or others. If 
the applicant is an adult who was recently disabled, he may need a modified 
or changed job. The applicant may need adjustment services before he is 
ready for employment requiring referral elsewhere as a first step. 

Behind these reasons for selective placement are the policies and beliefs of 
employers. One aspect of the policies was succinctly outlined by the Task 
Force on the Handicapped of the Office of Defense Mobilization in 1952: 
When physical standards were drawn up during the first and second decades of this 
century, they were influenced by the anatomical concept of medicine which was then in 


sway. Competence was measured in terms of anatomical perfection. A man was either fit 
or unfit for work, depending on whether he was anatomically whole. It was all or none. 


Undoubtedly the rise of workmen’s compensation during the first decades 
of this century also influenced the policy of industrial medical examiners in 
establishing physical standards. As job subdivision reduced the need for 
physical versatility, as a functional concept gained prominence in medicine, 
and as modifications in compensation laws were made, the standard of a 
“whole man” for every job was changed especially during war stress. 

The beliefs of employers are focused on their economic and social objectives. 
Employers are primarily producers of goods which must be sold profitably, in 
part by safeguarding investments and reducing manufacturing costs. In a 
secondary way they seek to enhance the community status of the company 
as well as to maintain harmonious relations among employees. To carry out 
these objectives employers must “attract a group of workers competent in 
production and capable of integration with their present team," ad 

In practice these policies and beliefs have been voiced in various objections 


to hiring disabled: 
self and others; lessened productivity due to interference of 
of the job and due to the absences and lower-than- 


imi tility in carrying on 
limited versatility in PPP of ill-health and because of the 


accident proneness o ^ 
that the combined effects of two or more in) 


the handicapped has proved them unsati: 
will prove unsatisfactory on 
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tion and concern for the disabled worker and so reduce shop morale; and active dislike 
for the presence of a deformity or other visible defect on the part of fellow workers and 
employers.25 

Beneath these voiced attitudes of employers are a variety of factors. Some 
of the objections may have their bases in ingrained emotions — the dislike of 
asymmetry; the inability to feel empathetic toward the deformed; the associ- 
ation of a deformity and an ‘evil spirit.’ Other objections are centered in 
maudlin pity, — fear of permitting the disabled worker to work on the 
employer's sympathies and so reduce morale; fear of permitting the disabled 
to carry out some function which may appear difficult or exploitive. A few 
have their source in facts, some true and some not, — increased accident 
proneness, extra compensation costs, costs of special job analyses and altered 
machines. Still others are the result of stereotyped thinking, — one inefficient 
disabled worker characterizes all disabled who have a smiliar disability. And 
yet others come out of common misconceptions, — an impaired body contains 
a peculiar personality, the intelligence of such a person is equally impaired.?* 

Employers who have hired disabled can usually match each objection 
with a contrary value. The studies of disabled workers on their jobs?* 
contain answers to some of the objectives as do the facts about workmen's 
compensation and other laws and social welfare programs.2* 

To help the disabled secure employment, several programs have been 
developed. Two are nation-wide in their services. The first is the vocational 
rehabilitation service in each state. Placement in this program is part of the 
total case work given each counselee. Working with those who do not need 
the intense services of vocational rehabilitation as well as cooperatively with 
rehabilitation are the publicly supported state employment services. 

In addition to these two nation-wide services, there are other public agen- 
cies which work with special groups. The various commissions for the blind 
provide specialized programs paralleling the work of vocational rehabilitation 
with other groups. Blind placement workers in these programs demonstrate 
the practicality of placing blind on the job by trying it out themselves. A few 
states, Michigan, Minnesota, and North Carolina, have special agencies for 
the deaf. Privately supported agencies for the disabled, such as the associations 
for the hard of hearing and the tuberculous, often include placement. Other 
community agencies and service clubs assist as well. 

Placement for the disabled does not end with job location and referral to 
it. In-plant programs have been developed, especially during the war and as 


inations designed to analyze the physical capacities of the applicant. After 
dovetailing job demands and the Prospective worker's physical, psychological, 
and trained capacities, he is assigned a job. Transfers to other jobs or to other 
departments must be based on the dovetailed capacities and demands, usually 
only by approval of the personnel office. i 
i Key-figure in the in-plant program is the foreman. He must not only 
instruct the disabled worker and properly introduce him to his fellow workers 
but as well create an atmosphere in which the disabled worker actually car- 
ries his share of the work. He must avoid excessive sympathy or overt rejec- 


ECONOMIC SECURITY 


tion, the first of which would be detrimental to shop morale, and the second, 
to that of the disabled worker himself. Follow up by the personnel office is 
recommended. 

In plants without special programs, close personal follow up by the place- 
ment agent is recommended for all disabled groups, especially those with 
severe disabilities and those with aggravatable defects. In follow up, misun- 
derstandings can be straightened out, specific instructions given, especially 
in the case of the deaf whose communication problems may cause difficulties 
in the beginning days of work. : 


DisaABLED AT Work 


Impelled by the need to present facts about the actual work efficiency of dis- 
abled to ascertain the bases for the objections to hiring disabled as well as to 
point the way to improved preparation and placement of disabled, public 
agencies, employers, colleges in research programs, and others have carried 
on studies to analyze the capacities of disabled workers. Such studies have 
provided a great deal of information to various specialists as well as the public. 


engaged in 628 different jobs and that workers with specific disabilities were 
found in a variety of jobs; for example, over 200 jobs were listed for those 


survey of the depression years.9* Muc r ists. i 
data in the latest study, that of 11,000 seriously impaired workers in numer- 


ous industries.?* i Nen 
In spite of the very static approach inherent in defining a disability solely 
in terms of a part of the body, versatility among disabled workers as a group 
was demonstrated. The strength of individual characteristics as determinants 
dicated in the variety of jobs held. 


for vocational versatility was in : : i 
Work Records. Going deeper into the occupational efficiency of the dis- 
abled, a number of studies have anlayzed the on-the-job efficiency of such 
workers. In 1929 the first study was made of the work records of disabled 
workers, and other studies followed in 1934, 1935, and p i war gne 
impetus to this of study; investigations came In rapid order, sometimes 
ec in one ed — 1943, 1944, 1945, 1946, and 1948. Most of these 
studies were summarized in two gout es ken sat 
i i umber ot in 
The seudies euis E d varicose veins to epileptic conditions 


isabiliti i hernias an nait 
disabilities ranging from he and other defects. The range in itself 


: " . dii * 
and inca MU Eie disabled in the eyes of industrial medical 


indi hat those consi i 
indicates tha s the same as those so considered by 


examiners and employers are not alway. 
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the lay public or specialists in the field of the disabled. The employment 
definition is more inclusive and the critical level at a higher point. Aspects of 
the on-the-job efficiency of the disabled analyzed in the studies include ratings 
of work quality, measures of production, injury rates, absenteeism, job versa- 
tility, turnover, advancement, insurance coverage, and personality-morale 
factors. The findings of the latest study, that of the U.S. Bureau of Labor 
Statistics? which is based on the greatest number of workers in any report, 
will be cited, although only a limited number of items were used as measures 
of the work performance of disabled. Notes of special circumstances revealed 
in other studies will be added. 

Eighteen thousand unimpaired workers were matched with 11,000 disabled 
workers who required special job placement considerations. All minor dis- 
abilities were excluded. The two groups were exposed to the same job 
incentives and the same industrial hazards. 

Summary findings were: The disabled were absent .4 more days per 100 
working days than the unimpaired. The two groups were identical in their 
accident rates. In terms of disabling injuries, the disabled had .6 less such 
injuries per 1,00,000 hours of work; .01 less days lost per 100 working days; 
and when out for the injury, .4 less days absent. The disabled exceeded the 
quantitatively determined output of the unimpaired by 196. For each dis- 
abled worker there were 3.6 quits compared with 2.6 quits. All these facts 
were based on quantitative data taken directly from the records of cooperat- 
ing firms. They contain no element of subjective valuation or selection on 
the part of foremen or Supervisors or the investigators themselves. Similarity 
between the two groups of workers is emphasized. 

Not all studies point to identical conclusions. Findings adverse to the 
disabled in one respect can be contrasted with favorable findings in another, 
often within the same study. In one study, 10% more disabled were absent 
for illness than unimpaired, but an identical percentage were less absent for 
unexcused reasons.f? In another study, while the disabled and matched 
unimpaired had the same average number of injuries, the disabled had signi- 
ficantly a lesser number who sustained injuries.*1 

Because selective placement and in-plant procedures emphasize meshing 
remaining abilities and job demands, question may be raised about job versa- 
tility. Although no worker has unlimited versatility, the disabled, it is 
claimed, cannot shift jobs to meet production demands or promotional se- 
quences. In a California study, three quarters of the group surveyed had 
equal promotional opportunities.‘2 In a study of the deaf approximately three- 
eighths had difficulty in job shifts or starting unfamiliar jobs.*? In a study of 
the orthopedic, restrictions in job performance did not arise from the loca- 
tion or degree of disability but from the age of the worker. Job changes 
after industrial accidents were required more frequently among those with 


supervisory or other responsible Work, they took less time to move through 
the lower hourly-rated levels of promotion.** The disabled shifted jobs about 
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Values apart from direct on the job efficiency come from the employment 
of disabled. Conscientiousness, loyalty, willingness to accept ‘dead-end’ posi- 
tions, and less turnover for personal reasons characterize such workers. While 
data suggest that disabled workers have more internal emotional disturbances, 
they present such on-the-job efficiency that they were rated the same as 
matched unimpaired and significantly more in production quantity.** Com- 
pensatory efforts produce apparently satisfactory workmen. 


As a general conclusion the fallacy of maintaining a single standard of 
physical perfection in workers is evident. While it is true that the disabled 
upon whom all these studies were based had qualities which impressed 
prospective employers with their future worth, thus constituting a selected 
group of disabled workers, and while it was also true that the unimpaired 
prospective worker was not scrutinized so carefully, the studies do reiterate 
the employability of such workers when properly placed. Inherent in the 
words “properly placed” are a great number of services which, if they have 
any values, should produce an acceptable worker. By the same token if the 
unimpaired worker received as much service, he may become a better 
worker than he is. 


Civil Service. Although publicly supported programs sought to promote 
the employment of the disabled after the first World War, Federal civil serv- 
ice opened its doors during the second war and has held them open since. 
In 1950 the Federal Civil Service Commission stated “a program for selective 
placement of physically impaired persons . . . has been in effect eight years."** 
Dropping the all or none medical standard of prewar days resulted in the 
placement of 12,000 disabled between 1942 and 1944 and 37,700 veterans 
and 50,250 civilian disabled between 1944 and 1950. In 1948 a new law stab- 
ilized Federal policies by prohibiting discrimination if the disabled worker 
could perform the duties. This policy change has resulted in continuing 
job analysis in classes of worker shortages, modifications in testing pro- 
cedures (such as voice-transcribed examinations for the blind, large answer 
spaces for the arm disabled), modified medical examination forms although 
standards of job efficiency and retention have not been changed. 


While no recent studies of the civil-service placement of disabled on a state 
or city level have been made, two studies, one in 1935 and the other in 1942, 
indicated that disabled had found a place for themselves, constituting for 
example nearly 6% of the state employees in California. While procedures 
at that time did not provide for dovetailing worker capacities and job de- 
mands, some adjustments were evident. For example, examining procedures 
were modified as they later were in Federal service. A few jobs, chiefly in 
special agencies, were reserved for disabled, and two jurisdictions allotted 
all feasible elevator operator jobs to orthopedic and dictaphone operation to 
the blind. Citations of on-the-job efficiency were made.** 
grams and the Disabled. lt is almost a paradox that 
d voluntary security programs, initiated and carried 
should injure the job security of disabled workers. 
Such has been the case in several programs, foremost of which is workmen's 
compensation. Minimum wage regulations, industrial homework limitations, 
and group insurance programs for health, accident, and death have also had 


Industrial Security Pro 
in industry, legislative an 
on to protect the workers, 
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repercussions in the vocational adjustment of the disabled. Because of feared 
or actual losses incurred by employers when one or another of these programs 
was carried out, the employer has applied keener standards of selection and 
retention resulting in curtailment of job openings for disabled.*? 

Workmen's compensation laws, introduced in the opening decades of 
this century, counterbalanced the unsure and costly ways of securing com- 
pensation by court action of earlier years. Because these compensation laws 
required automatic compensation for injuries on the job, employers sought to 
reduce injuries in every possible way. Safety programs were introduced. 
Medical standards were established to prevent hiring those with quiescent 
diseases or actual disabilities because court decisions had placed responsibility 
on the employer for payment of the cumulative effect of the pre-existing 
condition and the immediate industrial injury. 

Several plans have been proposed to ameliorate this situation. The simplest 
plan was to grant the prospective worker the right to waive any compensation 
benefits. Another method limited the benefits to the effects of the last injury. 
Both negate the basic compensation philosophy. 

Recognizing that the combined effect of two injuries may result in total 
disability, such as the loss of the remaining eye in a one-eyed worker, although 
the loss of each eye alone is considered partial, some laws have tried to 
apportion the costs. After determining the total incapacity and the incapacity 
resulting from the second injury, the latter was subtracted from the former, 
the difference being the employer's liability. In such a case he was respon- 
sible for more than he normally would be because a total disability is compen- 
sated for at a rate in excess of double that of a partial disability and the 
employee received less than his disablement warranted. Qualifying conditions 
were incorporated in some laws. However, in any situation in which there 
was likely to be an increased cost to a producer, he took advantage of his 
position and refused to hire disabled. 

Later more equitable provisions were made. These are now known as 
second-injury funds. Under such funds, the employer is responsible for 
the second injury while payment for the difference between the compensa- 
tion he paid and the total amount due is taken from the fund. Nearly every 
state with such a fund limits payment to total disability cases alone. Second- 
injury funds, raised with a minimum cost to industry and sometimes state 
subsidized, have grown in the past fifteen years. In 1939 there were 17 
jurisdictions with such provision; in 1954, 47, including possessions and 
territories of the United States. Six states still lacked such funds.59.51 

Mingled with the fear about responsibility for pre-existing disabilities is 
the fear that rates would be increased upon hiring disabled either by insur- 
ance company regulation or because of the imputed accident proneness of 
disabled workers. Immediate characteristics of employees do not determine 
rates inasmuch as rates are set by the industrial classification of the employ- 
ment in question and the past accident experience. In some jurisdictions, 
Fé ae we See a insurance, using standard forms, must approve 

E. nab'e, adequate, and just" and in some cases “not excessive" 
or not discriminatory.” In two states specific prohibitions exist in the law 
against discrimination in rates because of the presence of disabled workers. 


she associations of casualty insurance companies have made declarations 
clarifying the basis upon which rates are determined,5? 
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As for the injury rates of the disabled, facts based on follow up studies 
have already been given. The Association of Casualty and Surety Companies, 
representing many insurance carriers, clearly indicated that the record of 
disabled “is as good as their able-bodied fellow workers . . . and is often 
superior" when they are properly placed.®* In fact, the Association provided 
a guide for employing disabled.9* In the Bureau of Labor Statistics study 
already cited, only one instance could be found in which the second injury 
was traceable to the pre-existing disability. And in that case the foreman had 
transferred the worker to a job from which he had been prohibited in his 
selective placement analysis. 

As a general consequence of the trend toward second-injury funds and 
studies of the injury rates of disabled, compensation does not constitute an 
unanswerable objection to the employment of disabled as it once did. The 
present second-injury funds have certain limitations; i.e., total disability 
restrictions, restrictions on the origin of the pre-existing defect including 
only impairments arising from earlier employment, and neglecting those from 
disease and public accident. Cardiac conditions, occupational diseases, and 
other disorders may be excluded. As the population ages and the public- 
accident toll rises, these limitations will become more pressing. 

Within industry there are several other security programs, some voluntary 
and some compulsory, which make more critical the scrutiny each employer 
gives his payroll. As it has become necessary to pay minimum wages, insur- 
ance, and pension premiums, he evaluates employees more carefully, for 
workers cost not only a daily wage but overhead as well. T 

Objection has been raised to hiring disabled because of the possibility that 
such workers may make untoward claims for health, accident and life cover- 
age in group insurance. While the employer may not have to pay the claim 


lem may be reflected in the 


directly, the insurance company does and its prob i dE 
employer's attitude. There is some evidence that the life uem T ji 
abled granted life insurance is not as great as that of the unimpaired. 


for illness, the data are not conclusive. The Bureau of Labor pret andy 
showed that disabled and unimpaired had equal absence rates for illness 


itti dy it was found that 
and quitting rates for health reasons. In another stu bat 
12% more disabled filed claims for illness, accident, and death than unim: 


he same. 
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Although the disabled have a certain degree of preference in being hired 
for these jobs, retention is based on efficiency. The number of such positions 
is extremely small.55 


The Severely Disabled. While placement is crucial for all disabled, there 
are a certain number who are on the margin between competitive placement 
and sheltered employment. Although no census reports are at hand, various 
estimates have been made. Of the estimated 2,000,000 disabled needing 
habilitation into employment, 400,000 are severely disabled. Of these, half 
can be trained for placement in competitive industry, 40,000 would need 
custodial care, and the remainder, 160,000, cannot take the step from voca- 
tional training into competitive placement and need an opportunity for 
employment under sheltered conditions.®® 

While there are several programs for these severely disabled, only one is 
fairly extensive, that of sheltered workshops; yet it is limited to the metropoli- 
tan areas alone. Most of the shops are lay supported. Some have a public 
subsidy, especially those for the blind. Several states, such as New York, 
Massachusetts, and others, and the Federal government are required by law 
to purchase articles from such shops. Earnings from Federal purchasing 
during the war totaled over $5,000,000 for 2,500 blind workers.®° In 1953 
among the 104 Goodwill Industries 22,241 workers shared $13,421,048 in 
earnings. Some of these were self supporting. 

Services for severely disabled in sheltered workshops may be expanded 
when recent changes in the basic vocational rehabilitation law are carried 
out. Although the founding law did not extend services to those who could 
not enter competitive employment, the 1954 amendments strengthened the 
provisions in the 1943 law to include those "homebound or otherwise whose 
rehabilitation is feasible through sheltered workshops or other rehabilitative 
treatment." 

Among the problems facing such shops is that of meeting minimum wage 
laws. To aid in this problem a special workshop committee has advised the 
Federal administrator for over a decade. Minimum wage standards are met, 
and there is consequently no'undercutting of industrial wages on subcon- 
tract work which would antagonize unions. Expanding the types of work 
performed and the sale of products are other problems. 

Employment of disabled within their own homes is another type of shel- 
tered employment. Home businesses have been established by resourceful 


In yet another way remunerative employment for the severely disabled 
can be maintained and, in this instance, the employment is performed within 


TER : : 

out." Minimum wage laws make certain exemptions from such wages for the 
disabled. These exemptions are closely scrutinized. Minimum wage regula- 
tions affect the placement of disabled only if the minimum wage is the current 
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wage. In an inflationary period current wages are often far above minimum 
wages, and wages below the standard wage may still be offered without viola- 
tion of the law. A number of disabled may be employed at substandard wages. 

Minimum wage regulations apply only to certain industries and under 
specified conditions. The mere presence of a severe disability is not grounds 
for an exemption from the minimum wage."?.5* 

At the core of the needs of the severely disabled is the extension of employ- 
ment without the onus of charity and the need to live in one of the few areas 
with existing facilities. Among immediate possibilities in addition to the 
opening of more sheltered workshops, are increased self employment in busi- 
nesses and the development of cooperatives for purchasing raw materials and 
sale of products in home industries. The exemption of such potential workers 
from measures designed to provide minimum needs is not in keeping with 
American principles. 


New Horizons 


Although there is virtually no history to be written of efforts toward voca- 
tional adjustment for disabled before 1900 except training in residential 
schools for deaf and blind, the pace of expansion has been accelerating 
rapidly since. Before the first World War there were a few private efforts. 
Civilian vocational rehabilitation, the strongest single force in vocational 
adjustment, followed that war. Growth continued in the generation between 


ond world conflict the disabled demonstrated their work 


wars, and in the sec 
capacity. This growth has come about, not through compulsory employment 


laws as has been proposed in duplication of certain European efforts, but 
through voluntary and educative processes. E 

During and since World War II a nation-wide public and employer edu- 
cation program has grown from a week’s observance in 1945 to a campaign 
carried on 52 weeks a year in 1954. This program, known as National Em- 
ploy the Physically Handicapped Week and supported by community, state, 
and Federal committees, retells through many ways, even through a cancella- 
tion slogan on billions of envelopes, the message about the employment 
possibilities of the disabled.®* Insurance companies such as the oe 
already cited, the Liberty Mutual Insurance Company with its two rehabili- 
tation centers, and others, as well as the National Association of Manufac- 
turers in several publications have joined hands with the American cq 
tion of Labor in its support of selective placement and the Unitec ine 
Workers of America in its rehabilitation of disabled miners. Matching this 
is the Federal Office of Vocational Rehabilitation now empowered to expand 


m Vid : i iate future. Training 
facilities to rehabilitate 200,000 annually in the immediate [ g 
of specialists and research is also on the rehabilitation am Private um 
eties, such as the National Society for Crippled Children, e Ae 
efforts. To give one instance, the Society has furthered the growth ot rehab 


tation centers. Such centers, applying the basic principles of guidance in 
psychological and physical evaluation, remedial steps, social me e 
training, and placement adjustment, are dynamic in oS. pe ing 
the team approach, they will aid in resolving problems 3s e gs et 
abled. Although only a few are now in operation, notably in ‘NE 
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and Virginia, a minimum of 18 is recommended, located strategically through- 
out the country.®5 

Before the two wars and during them, as well as since the last war, the 
disabled themselves have taken many steps forward. They have many 
alumni, hospital, and local organizations, some knit together on a state and 
even national level. Recreation, promotion of their own social and economic 
interests, orientation to the problems of living with an impairment charac- 
terize their efforts. One of these, the American Federation of Physically 
Handicapped started the National Employ the Physically Handicapped 
Week. Another solved the life insurance problem over 50 years ago by 
creating its own company, the National Fraternal Society of the Deaf. Dis- 
abled have been called upon to take part in programs of specialists in their 
ag and vocational adjustment thus becoming a force on a professional 


ity they blend into the mass of Americans managing their own personal 
welfare, raising their familities, and supporting the churches of their choice. 
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ewish Education, The National Council for Jewish Education, American Association 
for Jewish Education, 15th Floor, 1776 Broadway, New York, N.Y. 

Journal of Educational Psychology, 10 E. Centre St., Baltimore 2, Md. 

Public Welfare, American Public Welfare Association, 1313 E. 16th St., Chicago 37, Ill. 

Social Statistics: Supplement to The Child, Superintendent of Documents, Washington 
25, D.C. 

UNESCO Courier, UNESCO, United Nations, Columbia University Press, 2960 
Broadway, New York, N.Y. 

U.S. Naval Medical Bulletin, U.S. Government Printing Office, Washington, D.C. 

U.S. Public Health Reports, U.S. Department of Health, Education, and Welfare, 
Public Health Service, Washington 25, D.C. 

Valor, American Federation for the Physically Handicapped, National Press Building, 
Washington, D.C. 

Journal of the American Association for Health, Physical Education, and Recreation, 
American Association for Health, Physical Education and Recreation, 1201 16th St., 
N.W., Washington 6, D.C. 


GENERAL EDUCATION 


American Childhood, Milton Bradley Co., 44 Cross St., Springfield, Mass. 3 

The American Teacher, American Federation of Teachers, 28 E. Jackson, Chicago, Ill. 

The Bulletin, published by National Association of Secondary-School Principals, 1201 
16th St., N.W., Washington 6, D.C. 4 

Catholic School Journal, Bruce Publishing Co., 400 N. Broadway, Milwaukee 1, Wis. 

Children, Superintendent of Documents, Washington 25, D.C. ; , 

Christian Education, National Protestant Council on Higher Education, 808 Wither- 
spoon Bldg., Philadelphia 7, Pa. 

The Clearing House, 207 Fourth Ave., New York, N.Y. 

Education, The Palmer Co., 349 Lincoln St., Hingham, Mass. y 

Educational Forum, Kappa Delta Pi, Heidelberg College, Tifin, Ohio & 

The Educational Record, The American Council on Education, Washington 6, D.C. 

Educational Screen, 64 East Lake Street, Chicago 1, Ill. 

The Education Digest, Ann Arbor, Mich. , 

Elementary School Journal, University of Chicago Press, Chicago 37, il. 

Harvard Educational Review, Lawrence Hall, Kirkland St., Cambridge Bo Mess: 

The Independent School Bulletin, Secondary Education Board, Milton, erm e Educa- 

International Journal of Religious Education, International Council of Religions; Een 

j tion, 79 E. Adams, Chicago 2, Ill. Sogl a 15; Mass 

ournal of Education, 334 Bay State Road, Boston 15, iv ass. ; i 
Journal of Educational Research, Dembar Publications, Inc., 303 E. Wilson St., Madison 


3, Wis. d T 
Journal of Experimental Education, Dembar Publications, Inc., 303 E. Wilson St., 


Madison 3, Wis. : 
The Journal of General Education, University of Chicago Here ii m 16th 
The NEA Journal, National Education Association of the Unit r 
St., N.W., Washington 6, D.C. : n 
National Parent-Teacher, 700 N. Rush St., Chicago 11, um 
im Nation's Schools, 919 North MATS vue T x Y. à 
e Parents’ Magazine, 52 Vanderbilt Ave., New 9 T Sa f 
Peabody Journal of Education, Published by the faculty of George Peabody College for 
"Teachers, Nashville, Tenn. 
ix Progressive Teacher, Morristown, Ten York 25, N.Y 
eligious Education, 545 West 111th St., New S SE HSS $ 
Research Bulletin, National Education Association of the United States, 1201 16th St., 
N.W., Washington 6, D.C. 
School and Society, The Society for the Advancement 
New York 23, N.Y. 


of Education, Inc., 1834 Broadway, 
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The School Executive, 470 Fourth Ave., New York 16, N.Y. 

School Life, Office of Education, U.S. Department of Health, Education, and Welfare, 
Superintendent of Documents, Government Printing Office, Washington 25, D.C. 

The School Review, Univ. of Chicago Press, Chicago 37, Ill. 

Student Life, Published by National Association of Secondary-School Principals, 1201 
16th St., N.W., Washington 6, D.C. 

Understanding the Child, National Assn. for Mental Health, 1790 Broadway, New York 
19, N.Y. 


GUIDANCE 


Personnel and Guidance Journal, American Personnel and Guidance Association, 1534 
O St., N.W., Washington 5, D.C. 


HEALTH 
American Journal of Public Health, American Public Health Association, Inc., 1790 
Broadway, New York 19, N.Y. 


Health Education Journal, Central Council of Health Education, Tavistock Square, 
London, England 


Journal of School Health, American School Health Association, 33 Colonial Terrace, 
East Orange, NJ. 


Journal of Social Hygiene, American Social Hygiene Association, 1790 Broadway, 
New York 19, N.Y. 


Workshop Report, Society of State Directors of Health, Physical Education, and Recre- 
ation, Indiana State Board of Health, Indianapolis 7, Indiana 


HEREDITY 


Journal of Heredity, 1507 M St., N.W. Washington 5: DIG. 


Pedagogical Seminary and Journal of Genetic Psychology, The Journal Press, 2 Com- 
mercial St., Provincetown, Mass. 


JUVENILE DELINQUENTS 


Focus, National Probation and Parole Association, 1790 Broadway, New York 19, N.Y. 
The Prison World, American Prison Association, in cooperation with National Jail Asso- 
ciation, 135 15th St., New York 3, N.Y. 


MEDICINE 
A. M. A. Archives of Industrial Hygiene and Occupational Medicine, American Medical 
Association, 535 N. Dearborn St., Chicago 10, Ill. s 
American Journal of Nursing, 2 Park Ave., New York 16, N.Y. 


American. Journal of. Public Health and the Nation's Health, American Public Associ- 
ation, 1790 Broadway, New York 19, N.Y, 


Hospitals, American Hospital Association 18 E. Division St., Chicago 10, II] 
= À > J 2 igo 10, IIl. 
Aedes of the American Medical Association, 535 N, Dearborn St., Chicago 10, IIl. 
Lose of Maite Education, iation of American Medical Colleges, 185 N. 
a Vi 


Pediatrics, 301-327 E. Lawrence Ave., Springfield, III 
€ Quarterly, British Council for the Welfare of Spastics, 26 Cranleigh Parade, 
d 


MAGAZINES AND PERIODICALS 


MENTAL HEALTH 


Mental Hygiene, National Association for Physical and Mental Rehabilitation, 1472 
Broadway, New York 19, N.Y. 


MENTALLY RETARDED 

American Journal of Mental Deficiency, American Association on Mental Deficiency, 
Inc., Mansfield Depot, Conn. 

Children Limited, National Association for Retarded Children, 129 E. 52nd St., 
New York 22, N.Y. 

Journal of Nervous and Mental Disease, New Jersey Neuro-Psychiatric Institute, Box 
1000, Princeton, N.J. 

Training School Bulletin, Training School, Vineland, New Jersey 


MULTIPLE SCLEROSIS 
AARMS Forward, 270 Park Ave., Suite 7G, New York 17, N.Y. 


OCCUPATIONAL THERAPY 
American Journal of Occupational Therapy, 33 W. 42nd St., New York 36, N.Y. 


ORTHOPEDICALLY HANDICAPPED 
Artificial Limbs 
Braces Today, Pope Foundation, 197 S. West Ave., Kankakee, Ill. 
Bulletin International Society for the Welfare of Cripples, 127 E. 52nd St., New York 
22, N.Y. , 
Bulletin National Society for Crippled Children and Adults, 11 S. La Salle St., Chicago 
3, Til 


The Crippled Child, National Society for Crippled Children, Inc., 11 S. La Salle St., 

icago 3, Ill. 

Journal of Bone and Joint Surgery, 8 The Fenway, Boston, Mass. ; 

J — of P Cale National Paraplegia Foundation, Broad Grace Arcade, Richmond, 
a. 


PARENT EDUCATION 


National Parent-Teacher: The P.T.A. Magazine, National Congress of Parents and 
Teachers, 700 N. Rush St., Chicago 11, 
Parents’ Magazine, 52 Vanderbilt Ave., New York 17, N.Y. 


PHYSICAL MEDICINE Land 

American Journal of Physical Medicine, The Williams and Wilkins Co., Mt. Royal an 
Guilford Aves., Baltimore 2, Md. i »" - 

Annals of Physical Medicine, British Association of Physical Medicine, Headley Broth 

Anis Ld, 109 Kingsway, London, W. C. 2 England "n ees i Physical 
rchives of Physical Medicine ehabilitation, à ici ilita- 
Medicine and Rehabilitation; Ameri Ill. iety of Physical Medicine and Rehabilita 
tion, 30 N. Michigan Ave., Chicago 2, i 

British Journal of Physical Medicine, Butterworth & Co, Ltd., 88 Kingsway, London, 
W.C2,E d iati 

nus 5 — Review, American Physical Therapy Association, 1790 Broadway, 
New York 19, N.Y. 


PSYCHOLOGY AND PSYCHIATRY 


A erica Journal of Orthopsychiatry, = Renin) NE i 19, N.Y. 
merican Journal of Psychiatry, 1270 6th Ave., New Tore iN. ., Lan- 
American Journal of Psychotherapy, North Queen Street and McGovern Ave 5 


caster, Pa. 
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American Psychologist, The American Psychological Association, 1333 16th St., N.W., 
Washington, D.C. 

Educational and Psychological Measurement, Box 6907, College Station, Durham, N.C. 

International Journal of Group Psychotherapy, International Universities Press, Inc., 
227 W. 13th St., New York, N.Y. 

Journal of Clinical Psychology, 5 Pearl St., Brandon, Vt. 

Journal of Consulting Psychology, American Psychological Association, 1515 Massa- 
chusetts Ave., N.W., Washington 5, D.C. 

Journal of Educational Psychology, Warwick & York, Inc., 10 E. Centre St., Baltimore 2, 
Md. 


Journal of Psychiatric Social Work, American Association of Psychiatric Social Workers, 
1860 Broadway, New York, N.Y. 

Pastoral Psychology, Great Neck, L.I., N.Y. 

Psychiatry, The William Alanson White Psychiatric Foundation, 1711 Rhode Island 
Ave., N.W., Washington 6, D.C. à 

The Eee Review, New Jersey Neuro-Psychiatric Institute, Box 1000, Prince- 
ton, N.J. 

Psychological Abstracts, The American Psychological Association, Inc., Wayne Univer- 
sity, Detroit 1, Mich. 


RECREATION 


Parks ma Recreation, American Institute of Park Executives, 30 N. La Salle St., Chi- 
cago, Ill. 
Recreation, 315 Fourth Ave., New York, N.Y. 


REHABILITATION 
Bulletin American Rehabilitation Committee, 28 E. 21st St., New York 10, N.Y. 


Journal of the Association for Physical and Mental Rehabilitation, 1472 Broadway, New 
York 36, N.Y. 


Journal of Rehabilitation, 1025 Vermont Ave., N.W., Washington 5, D.C. 
M ge The Story of the Handicapped, U.S. Printing Office, Washington 25, 


ict Rehabilitation Abstracts, U.S. Office of Vocational Rehabilitation, Washington, 


The World Veteran, 'The World Veteran Federation, 27, rue de la Michodiére, Paris 
(2€) France. 


RESEARCH 


Review of Educational R h, Ameri i iati 01 
16m St, NW. oec ne rican Educational Research Association, 12 


SIGHT-SAVING 


American Journal of Opthalmolo i ishi ichi 
Ave. Chicago lll, 4" Ophthalmic Publishing Company, 664 N. Michigan 


e A V NE News, Better Light Better Sight Bureau, 420 Lexington Ave., 

Elemenary School Journal, University of Chicago Press, 5750 Ellis Ave., Chicago 37, Ill. 

EC Ear, 2 and Throat Monthly, Professional Press, Inc, 5 N. Wabash Ave., 
icago 2, Ill. 


^ cx Engineering, Illuminating Engineering Society, 1860 Broadway, New York 


Magazine of ‘Light, Lamp Department, General Electric Company, Nela Park, Cleve- 
land 12, Ohio 


Optical Journal and Review of Optometry, Chil 6th 
Bo. hhh 36 De try, ton Company, Inc., Chestnut and 56t 


Sight-Saving Review, National Society for the Pr. i f Bli Broadway, 
Ner ke DNE evention of Blindness, 1790 Broadway. 


MAGAZINES AND PERIODICALS 


SOCIAL WORK 

Bulletin of the National Association of School Social Workers, 1 Park Ave., Room 810, 
New York 16, N.Y. 

Conference Bulletin, National Conference of Social Work, 22 W. Gay St., Columbus, 
Ohio 

Conference News, U.S. Com., International Conference of Social Work, 345 E. 46th 
St., New York, N.Y. 

Journal of Social Issues, Society for the Psychological Study of Social Issues, Department 
of Psychology, Columbia University, New York, N. 

Journal of Social Work Process, 2410 Pine St., Philadelphia, Pa. 

Quarterly Bulletin, New York State Welfare Conference, Capitol Station Annex, Box 
26, Albany, N.Y. 

Social Casework, 192 Lexington Ave., New York, N.Y. 

Social Work Education, Council on Social Work Education, 345 E. 46th St., New York, 


N.Y. 
Br Work Journal, American Association of Social Workers, 1 Park Ave., New York, 
Y. 


SPECIAL EDUCATION 
Exceptional Children, The International Council for Exceptional Children, 1201 16th 


St., N.W., Washington 6, D.C. 
The Exceptional Children's Foundation Bulletin, 2225 W. Adams Blvd., Los Angeles 18, 
Calif. 


if. 

The Gifted Child, American Association for Gifted Children, Inc., 15 Gramercy Park, 
New York 3, N.Y. 

ICEC Bulletin, The International Council for Exceptional Children, 1201 16th St., 
N.W., Washington 6, D.C. 


SPEECH a Tini 
Journal of Speech and Hearing Disorders, Speech and Hearing As ation; 321 
Hall, University of Illinois, Urbana, Ill. 


TUBERCULOSIS 
Bulletin National Tuberculosis Association, 1790 Broadway, New York 19, N.Y. 


VISUAL EDUCATION ‘ 
Audio-Visual Communication Review, Department of Audio-Visual Instruction, 1201 
4 eS N.W., Washington 6, a Maplewood, NJ 
udio-Visual Guide, 1630 Springfield Ave., Maplewood, iN.J. 
EFLA Bulletin, Educational Film Library Association, Inc., 345 E. 46th St., New York 
17, N.Y. 
Educational Screen, Department of Audio-Visual Instruction, 1201 16th St, N.W., 
Washington 6, D.C. 
Film Counselor, Film Council of America, 600 Davis St., Evanston, "n 
New Bulletin, Film Council of America, 600 Davis St., Evanston, Ill. 
VOCATIONAL GUIDANCE j 
— Vocational Journal, American Vocational Association, xs 
ve., Washington 5, D.C. ; 
The Personnel d Gm Journal, American Personnel and Guidance, 1534 O St, 
N.W., Washington 5, D.C. 
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OFFICIAL AGENCIES 


U.S. Department of Health, Education, and Welfare, Washington, D.C. 
Public Health Service, Washington, D.C. 

National Institute of Public Health, Washington, D.C. 

Social Security Administration, Washington, D.C. 


U.S. Department of Labor, Washington, D.C. SE 
Bureau of Employment Security, Washington, D.C. 
Bureau of Apprenticeship, Washi gton, D.C. 


Womens' Bureau, Washington, D.C. 


e President's Committee on National Employment of the Physically Handicapped 
U.S. Veteran's Administration, Washington, D.C. 


US. Civil Service Commission. Washington, D.C. 
Federal Inter-Agency Group, Washington, D.C. 


* * * 


‘Office of Vocational Administration, Washington, D.C. 


Recronar Orrices 
OF THE 
OFFICE or. Vocationar Renasirrration 


Region I ... 
Region HI .. 
Region III 

Region IV 

Region V .. 
Region VI . 
Region VII ` 
Region VIII 
Region IX | 


d Denver, Colorado 
«San Francisco, Calif. 


VOLUNTARY AGENCIES 


VOLUNTARY AGENCIES 


ACCIDENTS 
National Safety Council, Inc., 425 N. Michigan Ave., Chicago 11, Ill. 


ALCOHOLICS 


Alcoholics Anonymous, c/o Alcoholic Foundation, Inc., P.O. Box 459, Grand Central : 


Annex, New York 17, N.Y. 

National Committee on Alcoholism, Suite 564, 2 E. 103 St, New York 29, N.Y. 

National States’ Conference on Alcoholism, Division on Alcoholism, State Department 
of Health, 66 South St., Concord, N.H. 

U.N. World Health Organization, Palais des Nations, Geneva, Switzerland; Dr. M. G. 
Candau, Director-General; Dr. R. L. Coigny, Chief, Liaison Office with United Na- 
tions, New York 17, N.Y. 


ARTHRITICS 


American Rheumatism Association, Inc., 620 W. 168 St., New York 32, N.Y. 
Arthritis and Rheumatism Foundation, 23 W. 45th St., New York 36, N.Y. 
Canadian Arthritis and Rheumatism Society, Inc., 270 MacLaren St., Ottawa, Canada 


BLIND 
an Association of Instructors of the Blind, State School for the Blind and Deaf, 
aleigh, N.C. 
American Association of Workers for the Blind, 15 W. 16th St., New York 11, N.Y. 
American Foundation for the Blind, Inc., 15 W. 16th St., New York ll, N.Y. : 
American Printing House for the Blind, Inc., 1839 Frankfort Ave., Louisville 6, Ky. 
Braille Institute of America, Inc., 741 N. Vermont Ave., Los Angeles 29, Calif. ^ 
National Council of State Agencies for the Blind, 416 Monroe St., x wA ide 
M case Council of State Executives for the Blind, c/o Bureau for the Blind, Providence, 
I 


National Society for the Prevention of Blindness, Inc., 1790 Broadway, New York 19, 
LY. 


BUILDING AND EQUIPMENT, SCHOOLS 


National Council on. Schoolhouse Construction, State Department of Education, iss 
Angeles, Calif. 


CAMPING Loo qu 
American Camping Association; Inc., Room 1706, 343 S. pens e MAE 
Canadian Camping Association, 40 College St, "Toronto, Canai A Gadi 
Canadian Youth Hostels Association, 1-A Classic Ave., ated N.W., Washington 
National Catholic Camping Association, 1312 Massachusetts Ave, N.W., 
D.C. 


, 


CANCER 


American Cancer Society, Inc., 47 Beaver St., New York 4, N. 
American Society for the Control of Cancer, 350 Madison Ave., 
Canadian Cancer Society, Inc., 800 Bay St., Toronto, 

—— SM i peech, etc. 
"Special Agency lists for areas in Special Education, Her Ad Rex DEUS H 
will be found at the end of each chapter in Vols. II an. D. and published by Porter 
Exceptional, edited by Frampton, M. E., and Gall, Elena D., 

Sargent, 11 Beacon Street, Boston, Mass. 


Y. 
New York 17, N.Y. 
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CARDIAC 


American Heart Association, Inc., 44 E. 23rd St., New York 10, N.Y. 
Helen Hay Whitney Foundation, 525 E. 68th St., New York 21, N.Y. 


CEREBRAL PALSIED 


American Academy for Cerebral Palsy, Inc., 4743 N. Drake Ave., Chicago 25, Ill. 
Association for the Aid of Crippled Children, 345 E. 46th St., New York, N.Y. 
National Society for Crippled Children and Adults, Inc., 11 S. La Salle St., Chicago, IIl. 


* United Cerebral Palsy, Inc., 50 W. 57th St., New York 19, N.Y. 


CHARITIES 


American Legion, Inc., 700 N. Pennsylvania St., Indianapolis 6, Ind. 

American National Red Cross, 17th and D Sts., N.W., Washington 13, D.C. 
Community Chests and Councils of America, 345 E. 46th St., New York 17, N.Y. 
Imperial Shriners Council, Box 2028, Richmond 16, Va. 


CHILDHOOD EDUCATION AND WELFARE 
American Academy of Pediatrics, 636 Church St., Evanston, Ill. 
d for Childhood Education International, 1200 M St., N.W., Washington 5, 


Child Welfare League of America, Inc., 345 E. 46th St., New York 17, N.Y. 
poner of Kindergarten-Primary Education, 1201 16th St., N.W., Washington 6, 


ae Council for Exceptional Children, 1201 16th St., N.W., Washington 6, 


National Association for Nursery Education, Distribution Center, College of Home 
Economics, University of Rhode Island, Kingston, B.I. 
National Kindergarten Association, 8 West Fortieth St., New York 18, N.Y. 


CHRONICALLY ILL 
Commission on Chronic Illness, 615 N. Wolfe St., Baltimore 5, Md. 


Alexander Graham Bell Association for the Deaf (formerly Volta Speech Association 
for the Deaf), 1537 35th St., N.W., Washington 7, D.C. 
American Hearing Society, Inc., 817 14th St., N.W., Washington 5, D.C. 
American Speech and Hearing Association, Inc., Wayne University, Detroit 1, Mich. 
Conference of Executive of American Schools for the Deaf, Inc., Faribault, Minn. 
1060 Cerrillos Rd., Santa Fe, N.M. 


National Association of the Deaf Inc., 121 W. Wacker Dr. Suite 1020, Chica 
i 0 , Inc., A 4 " go 1, Ill. 
National Society of the Deaf and the Hard of Hearing, Inc., 2 Bloor St., East Toronto 5, 


Canada 


John Tracy Clinic, 806 W. Adams Blvd., Los Angeles, Calif. 


DENTAL EDUCATION 


American Dental Association, Council on Dental 3 s 
Chicago 11, Ill. ental Education, 222 E. Superior St, 


DIABETICS 
American Diabetes Association, Inc., 1 E. 45th St., New York 17, N.Y. 


DIETETICS 
The American Dietetic Association, 620 N. Michigan Ave, Chicago 11, Ill. 


VOLUNTARY AGENCIES 


EMPLOYMENT 


Bureau of Apprenticeship, United States Department of Labor, Washington 25, D.C. 

Bureau of Employment Security, United States Department of Labor, Washington, D.C. 

Bureau of Labor Standards, United States Department of Labor, Washington 25, D.C. 

Bureau of Veterans’ Reemployment Rights, United States Department of Labor, Wash- 
ington 25, D.C. j 

Goodwill Industries of America, Inc., 1222 New Hampshire Ave., N.W., Washington, 
D.C. 

International Association of Industrial Accident Boards and Commissions, Bureau of 
Labor, Washington 25, D.C. 

National Association of Claimants’ Compensation Attorneys, 6 Beacon St., Boston 8, 
Mass. 

National Association of Manufacturers, 14 W. 49th St., New York 20, N.Y. 

National Child Labor Committee, Inc., 419 4th Ave., New York 16, N.Y. 

National Committee on Sheltered Workshops and Homebound Programs, 15 West 16th 
St., New York 11, N.Y. 

President's Committee on Employment of the Physically Handicapped, Bureau of 
Labor Standards, U.S. Department of Labor, Washington 25, D.C. 

Social Work Vocational Bureau, 192 Lexington Ave., New York 16, N.Y. 


EPILEPTICS 


American branch, International League Against Epilepsy, National Veterans Epilepsy 
Center, Boston VA Hospital, Boston, Mass. il 
National Committee on Social Aspects of Epilepsy, c/o Muscatatuck School, Butlerville, 

Ind. 
National Epilepsy League, Inc., 130 N. Wells St., Chicago 6, Ill. 


GENERAL 


American Academy of Political and Social Science, 3937 Chestnut SES Peiladelpbia, Pa. 

American Association of Industrial Nurses, 645 Madison Ave., New York 21, af "Wash. 

American Association of School Administrators (NEA), 1201 16th St., N.W., Wash- 
ington 6, D.C. Washi n6 

American Council on Education, Inc., 1785 Massachusetts Ave., N.W., Washington 6, 
D.C. 


American-Korean Foundation, Inc., 345 E. 46th St., New York 17, N.Y. a 

American National Red Cross, 17th and O Sts., N.W., Washington 13, R S 

American Neurological Association, 710 W. 168th St., New York 32, N.Y. 

American Nurses’ Association, Inc., 2 Park Ave., New York 16, N.Y. M GLidssce 

American Optometric Association, Council on Education and Profession: ui , 
404 Wilmac Building, Minneapolis 2, Minn. : 

American Sociological Society, Inc., New York University, Washington Sq., New York 3, 


N.Y. n 
Association of the Junior Leagues of America, Inc, Waldorf Astoria, a> Path ne. 


New York 22, N.Y. 
Association for the Study of Community Organization, Inc., 1 Park Ave., New York 16, 
N.Y. 


Association of Volunteer Bureaus, 345 E. 46th 2 Ner d etm 
Canadian Red Cross Society, Inc., 95 Wellesley St., E., toronto >» | 
Central Department of Church World Service, National Genel ED Churches e 
Christ, in the United States of America, 120 E. 23rd St., Df Y ene DG. 
Chamber of Commerce of the United States, 1615 H St., Wasl Le s of Health, 
Children's Bureau, Social Security Adair United States Depa 
Education, and Welfare, Washington 25, D.C. ^ : 
Conference for Health Council Work, c/o Council of Social Agencies of New Haven, 
397 Temple St., New Haven 10, Conn. B 1 
Elizabeth McCormick Memorial Fund, Inc, 848 N. Dearborn St., Chicago 10, I 
Elks National Foundation, 16 Court St., Boston 8, Mass. lis, Minn. 
Institute of Child Welfare, University of Minnesota, Minneapohs, 5 
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International Union for Child Welfare, 16 rue du Mont Blanc, Geneva, Switzerland 
CNew York Office, 129 E. 52nd St., New York 22, N.Y.) 

Iowa Child Welfare Research Station, Iowa Univ., Iowa City, Iowa 

Kaiser Foundation, 368 42nd St., Oakland, Calif. 

The Kellogg Foundation, 250 Champion St., Battle Creek, Mich. 

League of Red Cross Societies, 26 avenue Beau-Séjour, Geneva, Switzerland 

Liberty Mutual Insurance Company, 10 Rockefeller Plaza, New York, N.Y. 

Metropolitan Life Insurance Company, 1 Madison Ave., New York, N.Y. 
National Catholic Welfare Conference, Inc., 1312 Massachusetts Ave., N.W., Wash- 
ington 5, D.C. i 
National Child Welfare Division, American Legion, Inc., 700 N. Pennsylvania St., 
Indianapolis 6, Ind. 

National Committee on Homemaker Service, 3715 Penn Ave., Pittsburgh 1, Pa. f 

National Council on Chief State School Officers, Office of the Commissioner of Educa- 
tion, Little Rock, Ark. 

National Council on Physical Fitness, 700 Jackson Building, Ottawa, Canada; the 
Physical Fitness Division of the Department of National Health and Welfare. 

National League for Nursing, Inc., 2 Park Ave., New York 16, N.Y. 

National Social Welfare Assembly, Inc., 345 E. 46th St., New York 17, N.Y. 

National Society for the Study of Education, Inc., 5835 Kimbark Ave., Chicago 37, Ill. 

Office of Education, United States Department of Health, Education, and Welfare, 
Washington 25, D.C. 

Russell Sage Foundation, Inc., 505 Park Ave., New York 22, N.Y. 

The Salvation Army, 120 W. 14th St., New York 11, N.Y. 

Save the Children Federation, Inc., 345 46th St., New York 17, N.Y. 

Social Science Research Council, Inc., 230 Park Ave., New York 17, N.Y. 

Society for the Psychological Study of Social Issues, Department of Psychology, Colum- 
bia University, New York 27, N.Y. 

Spokesmen for Children, Inc., Suite 407, 654 Madison Ave., New York 21, N.Y. 

United Mine Workers of America, Welfare and Retirement Fund, Terre Haute, Ind. 

United Nations Children’s Fund, United Nations Building, New York 17, N.Y. 

United Nations Department of Social Affairs, Division of Social Welfare, United 
Nations Building, New York 17, N.Y. 

United Nations Economic and Social Council, United Nations Building, New York 17, 
Secretariat of the Council 

United Nations Educational, Scientific and Cultural Organization, 19 Avenue Kleber, 
Paris 16, France; United Nations Building, New York 17, N.Y. 

Unt States Civil Service Commissioner, 80th and F Street, N.W., Washington 25, 


The Woods Schools, Child Research Clinic, Langhorne, Pa. 


GENERAL EDUCATION 
National Education Association of the United States, 1201 16th St., N.W., Washing- 
ton 6, D.C. 
HEALTH 


American Public Health Association, Inc., 1790 Broadway, New York 19, N.Y. 
American School Health Association, 33 Colonial Terr., E. Orange, N.J. 
American Social Hygiene Association, 1790 Broadway, New York 19, N.Y. 
National Health Council, Inc., 1790 Broadway, New York 10, N.Y. 


Society of State Directors of Health, Physical Education, and Recreati , Indiana Stat 
Board of Health, Indianapolis 7, Ind. ysic ucation, and Recreation, Indiana State 


HOMEBOUND 
Shut-In Society, Inc., 221 Lexington Ave., New York 16, N.Y. 


HOSPITALS AND CONVALESCENT CARE 
American Hospital Association, 18 E. Division St., Chicago 10, Ill. 


VOLUNTARY AGENCIES 


American Protestant Hospital Association, Station A, Drawer 7, Evansville 11, Ind. 

Catholic Hospital Association of the United States and Canada, 1438 Grand Blvd., 
St. Louis 4, Mo. 

National Association of Methodist Hospitals and Homes, 740 Rush St., Chicagol1, Ill. 


JUVENILE DELINQUENTS 


American Prison Association, Inc., 135 E. 15th St., New York 3, N.Y. 

Big Brothers of America, Inc., 1347 Suburban Station Building, Philadelphia 3, Pa. 

Board of Parole, United States Department of Justice, Washington 25, D.C. 

Bureau of Prisons, United States Department of Justice, Washington 25, D.C. 

Canadian Penal Association, Inc., 340 Jarvis St., Toronto 5, Canada 

Conference of Superintendents of Correctional Institutions for Girls and Women, 10 
Greenwich Ave., New York 11, N.Y. 

Correctional Service Associates, c/o National Training School for Boys, Bladensburgh, 
Washington 16, D.C. 

Federal Bureau of Investigation, United States Department of Justice, 9th St. and 
Pennsylvania Ave., N.W., Washington 25, D.C. 

John Howard Association, Inc., 608 Dearborn St., Chicago 5, IIl. 

National Conference of Juvenile Agencies, Woodbine, N.J. 

National Conference of Superintendents of Training Schools and Reformatories, The 
Children's Village, Dobbs Ferry, N.Y. 

National Probation and Parole Association, Inc., 1790 Broadway, New York 19, N.Y. 

Osborne Association, Inc., 114 E. 30th St., New York 16, N.Y. 

Society for the Prevention of Crime, Inc., 114 E. 30th St., New York 16, N.Y. 

United States Probation System, Administrative Office of the United States Courts, 

Supreme Court Building, Washington 13; D.C. 


MEDICINE 


American Industrial Hygiene Association, Mellon Institute, Pittsburgh, Pa. 

American Medical Association, 535 N. Dearborn St., Chicago 10, Ill. 

Canadian Public Health Association, 150 College St., Toronto 5, Canada 

Industrial Medical Association, 28 E. Jackson St., Chicago, Ill. 

National Conference for Cooperation in Health Education, 1790 Broadway, New York 
19, N.Y. 

National Medical Association, 1108 Church St., Norfolk, Va. 

Planned Parenthood Federation of America, Inc., 501 Madison Ave., New York 22, N.Y. 

Public Health Service, United States Department of Health, Education, and Welfare, 
Washington 25, D.C. 

Society for Public Health Educators, Inc., c/o National Tuberculosis Association, 1790 
Broadway, New York 19, N.Y. 


MENTAL HEALTH 


Alabama: Alabama Society for Mental Health, P.O. Box 2591, Birmingham 
Arizona: Association for Mental Health, Professional Building, Phoenix 
Arkansas: Mental Health Society, Veterans Administration Office, 211 Broadway, 


Little Rock 
California: Mental Health Society of Northern California, 2015 Steiner St, San 


Francisco 2 
California: Southern California Society for Mental Hygiene, 3067 W. 7th St, Los 


Angeles 5 
Colorado: Association for Mental Health, 314 14th St., Denver 
Connecticut: Connecticut Association for Mental Health, 956 Chapel St., New Haven 10 
Delaware: Mental Health Association of Delaware, 1404 Franklin St., Wilmington 
District of Columbia: Exceptional Children and Youth, Section, Division of State and 
Local School Systems, Office of Education, Federal Agency, Washington 25 
District of Columbia: Mental Health Association, 227 M. Street, N.W., Washington 
Florida: Association for Mental Health, 122 Wall St., Orlando 
Florida: Florida Association for Mental Health, Box 3208, University Station, Gaines- 


ville 
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Georgia: Association for Mental Health, 502-3 Kemzer Insurance Building, 41 Exchange 
Pl., Atlanta 

Georgia: Georgia Association for Mental Health, 89 E. Park Lane, N.E., Atlanta 

Hawaii: Mental Hygiene Society of Hawaii, 1407 Kalakaua Ave., Honolulu, Hawaii 

Idaho: Idaho Mental Hygiene Society, 615 S. 20th Ave., Caldwell 

Illinois: Association: for Family Living, 28 E. Jackson St., Chicago 4 5 

Illinois: Illinois Society for Mental Health, 123 W. Madison St., Chicago 2 

Illinois: National Council on Family Relations, 1126 E. 59th St., Chicago 37 : 

Indiana: Indiana Mental Health Association, 2331 N. Meridian St., In ianapolis 4 

Indiana: Mental Healh Association, 331 English Foundation Building, 615 N. Alabama 
St., Indianapolis 

Iowa: Association for Mental Health, 1027 High St., Des Moines 

Towa: Iowa Mental Health Authority, 1027 Des Moines St., Des Moines 

Iowa: Iowa Society for Mental Hygiene, 314 19th St., S.E., Cedar Rapids : 

Kansas: Association for Mental Health, Masonic Temple, 10th and Van Buren, Topeka 

Kansas: Kansas Association for Mental Health, 917 Cambridge Ave., Topeka > 

Kentucky: Association for Mental Health, Hopkinsville Milling Company, Hopkinsville 

Kentucky: Kentucky Association for Mental Health, Barry Bingham, c/o The Courier 
Journal, Louisville 

Louisiana: Louisiana Society for Mental Health, 816 Hibernia Bank Building, New 
Orleans 12 

Maryland: National Institute of Mental Health, Public Health Service, Federal Secur- 
ity Agency, Bethesda 14 

Maryland: Maryland Mental Hygiene Society, 317 E. 25th St., Baltimore 18 

Massachusetts: Massachusetts Association for Mental Health, 41 Mt. Vernon St., 
Boston 8 

Michigan: Michigan Society for Mental Health, 153 E. Elizabeth St., Detroit 1 

Minnesota: Citizen Mental Health Association of Minnesota, 309 E. Franklin Ave., 
Minneapolis 

Minnesota: Division of Public Instruction, Globe Building, 4th and Cedar, St. Paul 1 

Minnesota: Minnesota Mental Hygiene Society, 309 E. Franklin Ave., Minneapolis 4 

Mississippi: Mental Hygiene Association, 1404 Woolfolk State Office Building, Jackson 

Missouri: Missouri Association for Mental Hygiene, 1210 E. University St., Springfield 

Montana: Montana Society for Mental Hygiene, Montana State University, Missoula 

Montana: Society for Mental Hygiene, 31 Spruce, Anaconda 

New Jersey: Association for Mental Health, 12 Kimball Circle, Westfield 

puer Lin New Jersey Association for Mental Health, Park Hotel, W. 7th St., Plain- 


New York: American Association of Psychiatric Clinics for Childr » 1790 Broadway, 
Rm. 916, New York 19 " adl 4 

New York: American Foundation for Mental Hygiene, 1790 Broadway, Rm. 916, 
New York 19 

New York: National Association for Mental Health, Inc., 1790 Broadway, New York 19 

New York: New York State Society for Mental Health, 105 E. 22nd St., New York 10 

North Carolina: North Carolina Mental Hygiene Society, P.O, Box 2599, Raleigh 

North Dakota: Mental Health Association, 1006 9th St., Bismarck 


South Dakota: Mental Health Association, 827 S. Dakota Ave., Sioux Falls 
South Dakota: South Dakota Mental Health Association, 1369 5th St., Brookings 
Tennessee: Mental Hygiene Society, 303 Inter State Bldg., Chattanooga 
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Tennessee: Tennessee Mental Hygiene Society, 4175 Lyons View Pike, Knoxville 

"Texas: Texas Society for Mental Health, 2504 Jarratt Ave., Austin 3 

Texas: Hogg Foundation for Mental Hygiene, University of Texas, Austin 12 

Utah: Utah Society for Mental Health, c/o Family Service Society, 112 S. State St., 
Salt Lake City 

Vermont: Association for Mental Health, c/o Department of Social Welfare, Montpelier 

Vermont: Vermont Association for Mental Health, Vermont State Hospital, Waterbury 

Virginia: Mental Hygiene Society of Virginia, 1105 W. Franklin St., Richmond 20 

Washington: Association for Mental Health, 2245 Crescent Dr., Seattle 

West Virginia: Davis & Elkins College, Elkins 

Wisconsin: Association for Mental Health, 119 E. Washington Ave., Madison 

Canada: Canadian Mental Health Association, 11 St. George St., Toronto 5 


MENTALLY RETARDED 


American Association of Mental Deficiency, Inc., Mansfield Depot, Conn. 
National Association for Retarded Children, 129 E. 52nd St., New York 22, N.Y. 


MULTIPLE SCLEROSIS 
National Multiple Sclerosis Society, 270 Park Ave., New York 17, N.Y. / 


MUSCULAR DYSTROPHY 
Muscular Dystrophy Association of America, 39 Broadway, New York 6, N.Y. 


NUTRITION 
The American Dietetic Association, 620 N. Michigan Ave., Chicago 11, Ill. 
American Home Economics Association, 1600 20th St., N.W., Washington 9, D.C. 
Bureau of Human Nutrition and Home Economics, Agricultural Research Administra- 
tion, United States Department of Agriculture, Washington 25, D.C. 


OCCUPATIONAL THERAPY 


American Craftsmen’s Educational Council, Inc., 32 E. 52nd St., New York 22, N.Y. 


‘American Federation of Arts, 1083 5th Ave., New York 28, N.Y. 
American Occupational Therapy Association, Inc., 33 W. 42nd St., New York 36, N.Y. 


ORTHOPEDICALLY HANDICAPPED: INTERNATIONAL AGENCIES 


ARGENTINA: Asociacion de Ayuda y Orientacion al Invalido (Association for the 
Aid and Orientation of the Disabled) Calle Humberto 1, 1284, Buenos Aires 

AUSTRALIA: Australian Advisory Council for the Physically Handicapped, Box 3545, 
G. P. O., Sydney 

AUSTRIA: Arbeitsgemeinschaft fuer die Fuersorge fuer Koerperund Sinnesbehinderte, 
(Society for the Welfare of Physically and Mentally Handicapped), 4, Hegelgasse, 
Vienna 

BELGIUM: Association National d'Assistance aux Engants Estropies, (Association for 
the Care of Crippled Children), 9 Quai de Flandre, Charleroi j 

BRAZIL: Associacao de Assistencia a Crianaca Defeituosa (Association for the Aid of 
Crippled Children), Rua Xavier de Toledo, 98-8 Andar, Sao Paulo 

CANADA: The Canadian Council for Crippled Children and Adults Incorp., 52 St. 
Clair Ave., E., Toronto 

CHILE: Sociedad Pro-Ayudà al Nino Lisiado (Society for Aiding the Crippled Child), 
Genova 2037, Santiago 

CUBA: Centro de Rehabilitacion de Lisados “Franklin D. Roosevelt”, Calle 23, No. 
508, Vedado, Havana 

DENMARK: Samfundet og Hjemmet for Vanfore (The Society and Home for Crip- 
ples), Esplanaden 34, Copenhagen 
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FINLAND: Finnish Committee for the International Society for the Welfare of Crip- 
ples, Tenholantie 11, Helsinki-Toolo 

FRANCE: Federation des Associations de Post-Cure et de Reeducation Fonctionnelle et 
Professionnelle des Diminues (Federation of Associations of Post-Cure and Functional 
and Professional Reeducation of the Physically Handicapped), 6 Rue de Seine, Paris 

GERMANY: Deutsche Vereinigung fur Krueppelfursorge (German Association for 
Crippled Care), Harlachingerstrasse 12, Munic! 

GREECE: Hellenic Society for Crippled Children, 41, Stavropoulou St., Athens 

HAITI: L'Association Haitienne pour la Rehabilitation des Handicapes (The Haitian 
Association for the Rehabilitation of the Handicapped), Box 1319, Rue de Interne- 
ment, Port-au-Prince 

INDIA: Society for the Rehabilitation of Crippled Children, Haji Ali Park, Clerk 
Road, Mahaluxmi, Bombay 

JAPAN: Japanese Society for Crippled Children, 15 Ichigaya-Hachiman-cho, Shinjiku- 
ku, Tokyo 

MEXICO: Associacion Mexicana de Rehabilitation, (National Rehabilitation Associa- 
tion of Mexico), Tonalla No. 16, Mexico 

NETHERLANDS: Nederlandse Centrale Vereniging voor Gebrekkigenzorg, (Nether- 
bu iem Society for the Welfare of Cripples), Pieter Lastmankade 37, Amster- 

lam Zui 

NEW ZEALAND: New Zealand Crippled Children Society, P.O. Box 6025, Te Aro, 
Wellington, C. 2 

NORWAY: Norwegian Committee for the International Society for the Welfare of 
Cripples, Boks 65, Refstad pr. Oslo 

SWEDEN: The Swedish Committee for the International Society for the Welfare of 
Cripples, c/o SVCK, Jutas Backe 1, Stockholm 

SWITZERLAND: Schweizerische Arbeitsgemeinschaft fur Invalidenhilfe (Swiss Fed- 
Tun Or Organization for the Welfare of the Crippled), Hohenbuhistrasse 15, 

ric, 

UNION OF SOUTH AFRICA: National Council for the Care of Cripples in South 
Africa, P.O. Box 10173, Johannesburg 

ks KINGDOM Central Council for the Care of Cripples, 34 Eccleston Square, 

URUGUAY: El Asociacion Nacional Para el Nino Lisia i iation for 
Crippled Chil Ee Ave Millan 4205, Mano E a do, (National Association 


j ORTHOPEDICALLY HANDICAPPED: NATIONAL AGENCIES 
Amerin Federation of Physically Handicapped, National Press Bldg., Washington 4, 


Association for the Aid of Crippled Children, 345 E. 46th S 
" 4 +» New York 17, N.Y. 
Bureau of Public Assistance, Social Security Admini uM ` 
of Health, Education, and Welfare, rnb. 25 D.C. ese Deme: 


Institute for the Crippled and Disabled Inc., 400 Ist A 
: : , Inc, »» New York 10, N.Y. 
International Society for the Welfare of Cripples, 70 First An New Ya 7, N.Y. 
The National Paraplegia Foundation, Broad-Grace Arcade, Richmond 19, Va. 
National Society for Crippled Children and Adults, Inc., 11 S. La Salle St., Chicago 3, 


PARENTS 


American Parents Committee, Inc., 52 V; i j 
S. SE Wei A anderbilt Ave., New York 17, N.Y. 132 3rd 


Child Study Association of America, Inc., 132 ; 

National.Committee for Parent Education, MP Pas Ra Mu 

National Congress of Colored Parents and Teachers, Inc., 123 S. Queen St Dover Del. 
National Congress of Parents and Teachers, 700 N. Rush St., Chicago 11 nm f 
National Council on Family Relations, Inc., 5757 S. Drexel Aven, Chicago 37, Ill. 


PEDIATRICS 
The American Academy of Pediatrics, 636 Church St., Evanston, Ill. 
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PHYSICAL EDUCATION 


American Academy of Physical Education, University of Utah, Salt Lake City 1, Utah 

American Association for Health, Physical Education, and Recreation, 1201 16th St., 
N.W., Washington 6, D.C. 

Central Association for Physical Education of College Women, College of St. Scholastica, 


Duluth, Minn. 
College Physical Education Association, University of Pennsylvania, Philadelphia 4, Pa. 
Eastern Association for Physical Education of College Women, Vassar College, Pough- 


keepsie, N.Y. 
Midwest Association for Physical Education of College Women, Illinois Normal Univer- 


sity, Normal, Ill. 
National Association for Physical Education of College Women, University of Illinois, 


Urbana, Ill. 

National Collegiate Athletic Association, 209 Fairfax Building, 11th and Baltimore, 
Kansas City 5, Mo.; University of Alabama, Tuscaloosa, Ala. 

National Federation State High School Athletic Associations, Benton Harbor High 


School, Benton Harbor, Mich. 
Southern Association for Physical Education of College Women, Alabama College, 


Montevallo, Ala. 
Western Society Physical Education of College Women, Oregon State College, Cor- 


vallis, Ore. 
PHYSICAL MEDICINE 


American Congress of Physical Medicine, 30 N. Michigan Ave., Chicago 2, Ill. 
Baruch Commission on Physical Medicine, 597 Madison Ave., New York 22, N.Y. 


PHYSICAL THERAPY 
American Physical Therapy Association, 1790 Broadway, New York 19, N.Y. 


POLIOMYELITIS 


National Foundation for Infantile Paralysis, Inc., 120 Broadway, New York 5, N.Y. 
Sister Elizabeth Kenny Foundation, Inc., 507 Fifth Ave., New York, N.Y. 


PSYCHOLOGY AND PSYCHIATRY 


American Association of Psychiatric Clinics for Children, 1790 Broadway, New York 19, 
iation, Inc., 228 E. 19th St., New York 3, N.Y. 
Inc., 1790 Broadway, New York 19, N.Y. 

1270 Avenue of the Americas, New York 20, 


American Group Psychotherapy Assoc’ 
American Orthpsychiatric Association, 
American Psychiatric Association, Inc., 


N.Y. 3 
American Psychological Association, Inc., 1333 16th St., N.W., Washington 6, D.C. 


Midwestern Psychological Association, 1007 S. Wright St., Champaign, Ill. k 
National Council of the Churches of Christ in the United States of America, 297 4th 


Ave., New York 10, N.Y. : 4 
Wane Psychological Association, Institute of Child Welfare, University of California, 


Berkeley 4, Calif. 


World Federation for Mental Health, 19 Manchester St., London, W. 1, England 


RECREATION 


Am thletics Union of the United States, 233 Broadway, New York 7, N.Y. 
aent AE di Inc., 30 N. La Salle St., Chicago 2, Ill. 


American Institute of Park Executives, 
American Planning and Civic Association, Inc., 901 Union Trust Bldg., Washington 5, 


D.C. 
American Recreation Society, Inc., 1420 New York Avenue, N.W., Washington 5, D.C. 
American Youth Hostels, Inc., 6 E. 39th St., New York 16, N.Y. 

Boy Scouts of America, Inc., 2 Park Ave., New York 16, N.Y. 
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Boy Scouts Association, Canadian General Council, Inc., 306 Metcalfe St., Ottawa, 
Canada 

Boys’ Clubs of America, Inc., 381 4th Ave., New York 16, N.Y. 

Camp Fire Girls, Inc., 16 E. 48th St., New York 17, N.Y. 

Canadian Association for Health, Physical Education, and Recreation, 320 Sherbrook 
St., Winnipeg, Canada 

Conference of National Agencies and Schools of Group and Recreation, 345 E, 46th 
St., New York 17, N.Y. 

Cooperative Recreation Service, P.O. Box 333, Delaware, Ohio 

Episcopal Service for Youth, Inc., 118 E. 22nd St., New York 10, N.Y. 

Federal Inter-Agency Committee on Recreation, 2649 S, Interior Bldg., Washington 25, 
D.C. 


Folk Arts Center, Inc., 271 Hicks St., Brooklyn 2, N.Y. 

Girl Guides Association, Canadian Council, 891 Yonge St., Toronto 5, Canada 

Girl Scouts of the United States of America, 155 E. 44th St., New York 17, N.Y. 

Girls Clubs o£ America, Inc., 115 State St., Springfield 1, Mass. 

Girls' Friendly Society of the United States of America, Inc., 345 46th St., New York 
, N.Y. 

Junior Achievement, Inc., 345 Madison Ave., New York 17, N.Y. 

Knights of Columbus, Inc., 71 Meadow St., New Haven 7, Conn. 

National Committee on Boys and Girls Work, Inc., 59 E. Van Buren St., Chicago 5, Ill. 

National Conference on State Parks, Inc., 901 Union Trust Bldg., Washington 5, D.C. 

National Council of Catholic Youth, 1312 Massachusetts Ave., N.W., Washington 5, 


National Federation of Settlements and Neighborhood Centers, Inc., 129 E. 52nd St., 
New York 22, N.Y. 


National Industrial Recreation Association, Inc., 203 N. Wabash Ave., Chicago 1, Ill. 
mo and Inter-American Music Week Committee, 315 4th Ave., New York 10, 


National Park Service, United States Department of Interior, Washington 25, D.C. 

National Parks Association, Inc., 1840 Mintwood PL, N.W., Washington, 9, D.C. 

National Parks and Historic Sites Division, National Parks Branch, Department of 
da 


National Recreation Association, Inc., 315 4th Ave., New York 10, N.Y. 

National Recreation Policies Committee, c/o Recreation Department, School of Educa- 
tion, Indiana University, Bloomington, Ind. 

Parks and Recreation Association of Canada, Inc., City Hall Annex, 465 Bay St., Tor- 


Play Schools Association, Inc., 119 W, 57th St., New York 19, N.Y. 
Society of State Directors of Health, Physical Education, and Recreation, c/o State 


Y.M.C.A.'s of Canada, National Council, 15 Spadina Rd. "Toronto 4, Canada 
Y.M. Y.W.H.A.'s of Canada, National Council, 493 Sherbrooke St., icira] 2, Canada 


REHABILITATION 
American ORT Federation, Inc., 212 5th Ave., New York 10, N.Y. 
American Rehabilitation Committee, Inc., 28 E, 21st St. New York 10, N.Y. 
E Veterans Committee, Inc., 1751 New Hampshire Ave., N.W., Washington 9, 
Disabled American Veterans, Inc., 1423 E, McMillan St., Cincinnati 6, Ohio 
Orthopedic Appliance and Limb Manufacturers Association, 336 Washington Bldg., 
Washington, D.C. 
Federation for the pe 241 W. 23rd St., New York, N.Y. 
Institute of Physica icine and Rehabilitation, N; York University- i- 
cal Center, 400 E. 34th St., New York, N.Y. SALUS M Dibrae Medi 
National Rehabilitation Association, Inc., Rm. 614, 1025 Vermont Ave., N.W., Wash- 
ington 5, D.C. 
National Rehabilitation Commission, American Legion, Inc., 1608 K St., N.W., Wash- 
ington 6, D.C. 
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Office of Vocational Rehabilitation, United States Department of Health, Education, and 
Welfare, Washington 25, D.C. 

Veterans Administration, Vermont Ave., between H and Eye Sts., N.W., Washington 
25, D.C. 

Veterans of Foreign Wars of the United States, Inc., Broadway and 34th Sts., Kansas 
City 2, Mo. 

World Veterans Federation, 27 rue de la Michodiere, Paris 2, France 


RESEARCH 
American Educational Research Association (NEA), 1201 16th St., N.W., Washington 
6, D.C. 
National Research Council, 2101 Constitution Ave., N.W., Washington 25, D.C. 
National Society for Medical Research, 208 North Wells St., Chicago 6, Ill. 
Science Research Associates, 57 W. Grand Ave., Chicago 10, Ill. 
Society for Occupational Research, Ltd., 518 Solway St., Glendale 6, Calif. 


RHEUMATIC FEVER 
The American Council on Rheumatic Fever of the American Heart Association, 44 E. 
23rd St., New York, N.Y. 


RURAL 


National Sharecroppers Fund, Inc., 40 E. 49th St., New York 17, N.Y. s 
Rural Youth of the United States of America, Inc., 224 5th St., Marietta, Ohio 


SECONDARY EDUCATION 
Council for Advancement of Secondary Education, Inc., 1201 16th St., N.W., Washing- 
ton 6, D.C. 
National Association of Secondary School Principals, 1201 16th St., N.W., Washington 
6, D.C. 


SHELTERED WORKSHOPS 
National Committee on Sheltered Workshops and Homebound Programs, 15 W. 16th 
St., New York 8, N.Y. 


SOCIAL WORK 


American Association of Group Workers, 129 E. 52nd St., New York 22, N.Y. 4 

American Association of Medical Social Workers, Inc., 1834 K St., N.W., Washington 
6, D.C. 

American Association of Psychiatric Social Workers, 1860 Broadway, New York 23, 
N.Y. 

American Association of Social Workers, Inc., 1 Park Ave., New York 16, N.Y. 

American Public Welfare Association, Inc., 1313 E. 16th St., Chicago 37, Ill. 

Association of Jewish Community Relations Workers, Rm. 801, 9 E. 38th St, New 
York 16, N.Y. 

Association of State Conferences, 22 W. Gay St., Columbus 15, Ohio 

Canadian Association of Social Workers, 18 Rideau St., W., Ottawa, Canada 

Canadian Conference on Social Work, 245 Cooper St., Ottawa, Canada 

Christian Social Welfare Associates, 297 4th Ave., New York 10, N.Y. 

Council on Social Work Education, Inc., 345 E. 46th St., New York 17, N.Y. 

Family Service Association of America, Inc., 192 Lexington Ave., New York 16, N.Y. 

International Conference of Social Work, 22 W. Gay St., Columbus 15, Ohio 

International Federation of Social Workers, 3 rue de Stockholm, Paris 8, France; (c/o 
National Foundation for Infantile Paralysis, 120 Broadway, New York 5, N.Y.) 

National Association of School Social Workers, Inc., 1 Park Ave., New York 16, N.Y. 

National Conference of Catholic Charities, 1346 Connecticut Ave., N.W., Washington 
6, D.C. 

National Conference of Jewish Communal Service, 1841 Broadway, New York 23, N.Y. 
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National Conference of Social Work, Inc., 22 W. Gay St., Columbus 15, Ohio 
Social Work Research Group, c/o School of Social Work, University of Pittsburgh, 
Pittsburgh 13, Pa. 


SPECIAL EDUCATION 


American Association for Gited Children, Inc., 15 Gramercy Park, New York 3, N.Y. 

American Federation of the Physically Handicapped, 1379 National Press Bldg., Wash- 
ington 4, D.C. à 

Department of Vocational Education (NEA), 1201 16th St., N.W., Washington 6, D.C. 

Exceptional Children's Foundation, 225 W. Adams Blvd., Los Angeles 18, Calif. ' 

The International Council for Exceptional Children, 1201 16th St., N.W., Washington 
6, D.C. 

National Association of State Directors of Special Education, State Department of Edu- 
cation, Oklahoma City, Okla. 

National Association of State Directors of Vocational Education, State Department of 
Education, Raleigh, N.C. 


SPEECH 
Cleveland Hearing and Speech Center, Western Reserve University, Cleveland, Ohio 


SPEECH EDUCATION 


American Speech and Hearing Association, Wayne University, Detroit, Mich. 

Eo Speech Correction Association, Box 3066, Ohio State University, Columbus, 
Ohio 

Central States Speech Association, University of Wisconsin, Madison 5, Wis.; University 
of Illinois, Navy Pier, Chicago, Ill 

Speech Association of America, Department of Speech, University of Illinois, Urbana, Ill. 

Western Speech Association, University of Southern California, Los Angeles 7, Calif. 


TUBERCULOSIS 


Canadian Tuberculosis Association, 265 Elgin St., Ottawa, Canada 
National Conference of Tuberculosis Workers, 1790 Broadway, New York 19, N.Y. 
National Tuberculosis Association, Inc., 1790 Broadway, New York 19, N.Y. 


UNWED 


Florence Crittenton Homes Association, 608 S. Dearborn St., Chicago 5, Ill. 

Foster Parents' Plan for War Children, Inc., 55 W. 42nd St., New York 36, N.Y. 
Maternity Center Association, Inc., 48 E. 92nd St., New York 28, N.Y. 

National Association on Service to Unmarried Parents, 1881 Torbenson Dr., Cleveland 


12, Ohio 
VISUAL EDUCATION 
Department of Audio-Visual Instruction (NEA), 1201 16th St., N.W., Washington 6, 
D.C. 


Educational Film Library Association, Inc., 345 E. 46th St., New York 17, N.Y. 
Film Council of America, 600 Davis St., Evanston, Ill. 


VOCATIONAL GUIDANCE 


Alliance for Guidance of Rural Youth, Inc., 1201 16th St., N.W., Washington 6, D.C. 
American Association of Marriage Counselors, Inc., 270 Park Ave., New York 17, N.Y. 
American Personnel and Guidance Association, Inc., 1534 O St., N.W., Washington 5, 
C 


AGAS School Health Association, Kent State University, Kent, Ohio 
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American Vocational Association, Inc., 1010 Vermont Ave., Washington 5, D.C. 

Eastern College Personnel Officers Association, Tufts College, Medford 55, Mass. 

Jewish Occupational Council, Inc., 1841 Broadway, New York 23, N.Y. 

National Association of Guidance Supervisors and Counselor Trainers, c/o Iowa State 
Board for Vocational Education, Des Moines, Jowa 

National League to Promote School Attendance, 110 Livingston St., Brooklyn 1, N.Y. 

National Vocational Guidance Association, 1434 O St, N.W., Washington 5, D.C. 

Pathfinder of America, Inc., 335 Bulkley Bldg., Cleveland 15, Ohio 
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COLLEGES AND UNIVERSITIES REPORTING SEQUENCES 
OF PREPARATION FOR TEACHERS OF EXCEPTIONAL 
CHILDREN DURING THE ACADEMIC YEAR 1953-54* 


Number of institutions reporting sequences 1953-54 (exclusive of summer sessions) 122 
Numb, 


er of institutions reporting sequences 1949 Cexcluding summer school sequences) 
77 


STATE AND INSTITUTION 


Alabama 


— Colorado 
University of Alabama (University) University of Denver (Denver) 
T e e f Ari Connecticut 
niversity of Arizona (Tucson) New Haven State Teachers College 
Arkansas J CNew Haven) 
University of Arkansas (Fayetteville) Florid 
California 3 Ae 
Á ^ Florida State University ( Tallahassee) 
Chico State College (Chic "opis À DRR 
College of the Pacific Clas University of Florida (Gainesville) 


University of Miami (Coral Gables) 
Georgia 

Emory University (Emory University) 

University of Georgia (Athens) 
Illinois 

Bradley University (Peoria) 


Fresno State College (Fresno) 

Los a State College (Los An- 
geles 

Occidental College (Los An 

San Diego State College (Ss Bows) 

San Francisco State College (San Fran- 


cisco) 
San Jose State Coll San Jose 
Stanford Universi ae A 2 
University of California (Berkeley) 
University of California CLos Angeles) 
University of California (Santa Barbara) 
University of Redlands (Redlands) 
University of Southern California (Los 

Angeles) 


gi 
Whittier College CWhittier) 


— 


*From Mackie, R.P., and Dunn, 


cer a alh, Education, and Welf: 


are, Washington, D.C; 


College of St. Francis CJoliet) 

Eastern Illinois State College (Charles 
ton 

Elmhurst College (Elmhurst) 

Illinois State Normal University (Nor- 
mal) 

Northern Illinois State Teachers College 
(De Kalb) 

Northwestern University (Evanston) 

Rockford College (Rockford) 


1 L.M., College and Universi Programs for the 
Preparation of Teachers of Exceptional Children (U.S, Office of redi, 


U.S. Depart- 
1954), Bulletin # 13, 


COLLEGE PROGRAMS —SPECIAL EDUCATION 


Southern lllinois University (Carbon- 
dale) 

University of Chicago (Chicago) 

University of Illinois (Urbana 


Indiana 
Ball State Teachers College (Muncie) 
Indiana State Teachers College (Terre 
Haute) 
Indiana University (Bloomington) 
Purdue University (Lafayette) 


Iowa 

Grinnell College CGrinnell) 

Iowa State Teachers College (Cedar 
Falls) 

State University of Iowa (Iowa City) 


Kansas 
Fort Hays Kansas State College (Hays) 
Kansas State Teachers College (Em- 
poria) 
Municipal University of Wichita CWi- 
chita) 
University of Kansas (Lawrence and 
Kansas City) 
Kentucky 
University of Kentucky (Lexington) 


Louisiana 
Louisiana State University (Baton 
Rouge) 
Maryland 
University of Maryland (College Park) 


Massachusetts 
Boston University (Boston) 
Emerson College (Boston) 
Smith College (Northampton) 
Michigan 
Central Michigan College of Education 
(Mount Pleasant) 
Michigan State College (East Lansing) 
Michigan State Normal College (Ypsi- 
lanti) 
University of Michigan (Ann Arbor) 
Wayne University CDetroit) 
Western Michigan College of Education 
(Kalamazoo) 


Minnesota 
State Teachers College CSt. Cloud) 
University of Minnesota (Minneapolis) 
Mississippi 
Mississippi Southern College (Hatties- 
burg) 
University of Mississippi (University) 
Missouri 
Central Missouri College (Warrensburg) 
St. Louis University (St. Louis) 
Southwest Missouri State College 
(Springfield) 


University of Missouri (Columbia) 
Washington University (St. Louis) 


Nebraska 
University of Nebraska (Lincoln) 


New Jersey 
New Jersey State Teachers College 


(Newark) 


New York 
Brooklyn College (Brooklyn) 
City College of the City of New York 
(New York) 
Hunter College of the City of New York 
(New York) 
New York University (New York) 
Queens College of the City of New York 
(Flushing) 
State University of New York College 
for Teachers (Buffalo) 
State University of New York Teachers 
College (Geneseo) 
Syracuse University (Syracuse) 
Teachers College of Columbia Univer- 
sity (New York) 
University of Buffalo (Buffalo) 


North Dakota 
State Teachers College (Minot) 
University of North Dakota (Grand 
Forks) 


Ohio : 

Bowling Green State University (Bowl- 
ing Green 

Kent State University (Kent) 

Ohio State University (Columbus) 

Ohio University CAthens) 

Western Reserve University (Cleveland) 


Oklahoma 
Oklahoma College for Women CChicka- 


sha) 
University of Oklahoma (Norman) 
University of Tulsa (Tulsa) 


Oregon 
University of Oregon (Eugene) 


Pennsylvania 

Duquesne University (Pittsburgh) 

Franklin and Marshall College (Lan- 
caster) 

Marywood College (Scranton) 

Mount Mercy College (Pittsburgh) 

Pennsylvania State University (State 
College) 

State Teachers College (Bloomsburg) 

State Teachers College (California) 

State Teachers College (Indiana) 

Temple University (Philadelphia) 

University of Pennsylvania (Philadel-_ 


phia) 
University of Pittsburgh (Pittsburgh) 
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South Dakota 
University of South Dakota (Vermil- 
lion) 


Tennessee 
George Peabody College for Teachers 
CNashville) 
University of Tennessee CKnoxville) 
Vanderbilt University CNashville) 


Texas 

North Texas State College (Denton) 

Southern Methodist University (Dallas) 

Southwest Texas State Teachers College 
(San Marcos) 

et College for Women (Den- 
ton. 

University of Houston CHouston) 


‘University of Texas (Austin) 
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Utah 

University of Utah (Salt Lake City) 
Virginia 

University of Virginia (Charlottesville) 
Washington 


University of Washington (Seattle) 
Wisconsin 
Marquette University (Madison) 
Wisconsin State College (Milwaukee) 
Wyoming 
University of Wyoming (Laramie) 
District of Columbia 
Catholic University of America CWash- 
ington) 
Gallaudet College (Washington) 
George Washington University (Wash- 
ington) 


COLLEGE PROGRAMS — OCCUPATIONAL THERAPY 


SCHOOLS OFFERING COURSES IN 
OCCUPATIONAL THERAPY 


Boston School of Occupational Therapy 
7 Harcourt St., Boston 16, Mass. 
Affiliated with Tufts College 
Colorado Agricultural and Mechanical 
College 
School of Home Economics 
Ft. Collins, Colo. 
Columbia University 
College of Physicians and Surgeons 
_ 630 W. 168th St., New York 32, N.Y. 
Illinois, University of 
College of Medicine 
1853 W. Polk St., Chicago 12, Ill. 
Iowa, State University of 
College of Liberal Arts and College of 
Medicine 
. Iowa City, Iowa 
Kalamazoo, School of Occupational Ther- 
apy of Western Michigan 
College of Education 
Kalamazoo 45, Mich. 
New York University 
School of Education 
Washington Sq., New York 3, N.Y. 
Ohio State University 
College of Education 
Columbus 10, Ohio 
Pennsylvania, University of 
School of Auxiliary Medical Services 
419 S. 19th St., Philadelphia 46, Pa. 


Physical and Occupational Therapy, 


School of A 
Affiliated with the University of Puerto 


Rico 
Bldg., 8th Fl., Santurce, Puerto Rico 
Pudzet Sound, College of 
Tacoma 6, i 
Richmond Professional, Institute of the 
College of William and Mary 
Richmond 20, Va. 
Saint Catherine, College of 
St. Paul 1, Minn. 
San Jose State College 
» San Jose 14, Calif. 
Southern California, University of 
College of Letters, Arts and Sciences 
Box 274, Los Angeles 7, Calif. 
Texas, University of 
Medical Branch 
Galveston, Tex. 
Texas State College for Women 
Denton, Tex. 
U.S. Medical Service 
School of Occupational Therapy 
Address Inquiries: The Surgeon Gen- 
eral, Department of the Army 
Washington 25, D.C. 
Attn.: Chief, Personnel Div. 
Washington University 
School of Medicine 
4567 Scott Ave., St. Louis 10, Mo. 
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PHYSICAL THERAPY PROGRAMS—1955 


APPROVED BY THE COUNCIL on Meprcax EDUCATION AND Hosprrars 
OF THE AMERICAN MEDICAL ASSOCIATION 


as well as transfer students. A certificate Program is a concentrated course of study offered 
to those who have completed all or most oj 


a major in physical therapy. Graduates of either the degree or certificate programs are 
equally qualified. 
California lowa 


School of Physical Therapy 
Childrens Hospital Society 

(Univ. of California at Los Angeles) 
4614 Sunset Boulevard 

Los Angeles 27 


School of Physical "Therapy 
College of Medical Evangelists 
White Memorial Hospital 
Boyle and Michigan Avenues 
Los Angeles 33 


Department of Physical Therapy 
University of Southern California 
University Park 

Los Angeles 7 

Curriculum in Physical Therapy 
School of Medicine 

University of California 

3rd and Parnassus 

San Francisco 22 


Division of Physical Therapy 
Stanford University 
Stanford 


Colorado 


School of Physical Thera; 
School of Medicine T 
University of Colorado 
4200 East 9th Avenue 
Denver 7 


Connecticut 


School of Physical "Therapy 
University of Connecticut 
Box U 101 

Storrs 


Illinois 


Course in Physical Therapy 
Northwestern University Medical School 
303 East Chicago Avenue 

Chicago 11 


Department of Physical "Therapy 
State University of Iowa 
University Hospitals 

Iowa City 


Kansas 
Section of Physical Therapy 


University of Kansas Medical Center 
39th and Rainbow Boulevard 
Kansas City 3 


Louisiana 
School of Physical Therapy 
Charity Hospital of Louisiana 
1532 Tulane Avenue 
New Orleans 12 


Massachusetts 
Department of Physical Therapy 
Boston University 
Sargent College of Physical Education 
6 Everett Street 
Cambridge 38 
*Course in Physical Therapy 
Bouve-Boston School 
Tufts College 
Medford 55 


"Programs in Physical Therapy 
Simmons College 

e Fenway 
Boston 


Michigan 
Curriculum in Physical Therapy 
University of Michigan 
1313 East Ann Street 
Ann Arbor 


Minnesota 
School of Physical Therapy 
ayo Clinic 
102-110 Second Avenue, S.W. 
Rochester 
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Course in Physical Therapy 
860 Mayo Memorial 
University of Minnesota 
Minneapolis 14 


Missouri 
Division of Health and Hospital Services 
St. Louis University 
1325 South Grand Boulevard 
St. Louis 4 
Department of Physical Therapy 
School of Medicine 
Washington University 
660 South Kingshighway 
St. Louis 10 


New York 


*School of Physical Therapy 

Albany Hospital (Russell Sage College) 
New Scotland Avenue 

Albany 8 


Courses for Physical Therapists 

Columbia University. 

College of Physicians and Surgeons 

630 West 168th Street 

New York 32 

Physical Therapy Division 

School of Education, New York 
University 

‘Washington Square East 

New York 3 


Program in Physical Therapy 
University of Buffalo 

2183 Main Street 

Buffalo 14 


North Carolina 
Physical Therapy Course 
School of Medicine 
Duke University 
Durham x 


Ohio 
Covrse in Physical Therapy 
Frank E. Bunts Ed. Inst. 
Cleveland Clinic Hospital 
2020 East 93rd Street 
Cleveland 6 


Pennsylvania — 
Division of Phvsical 'Therapy 
School of Avxiliary Medical Services 
University of Pennsylvania 
1818 Lombard Street 
Philadelphia 46 


* Accepts women students only, 


Division of Physical Therapy 

The D. T. Watson School of Psychiatrics 

(In affiliation with the University of 
Pittsburgh) 

Sunny Hill 

Leetsdale 


Puerto Rico 


School of Physical and Occupational 


Therapy 
Commonwealth of Puerto Rico 
State Insurance Fund 
San Juan, P.R. 


Texas 


Grady Vaughn School of Physical 
eravy 

Baylor University 

University Hospital 

Dallas 

Hermann School of Physical Therapy 

Hermann Hospital 

1203 Ross Sterling Avenue 

Houston 5 

Division of Phvsical Therapy 

University of Texas 

School of Medicine 
Galveston 


Virginia 


School of Physical Therapy d 

Baruch Center of Physical Medicine 
and Rehabilitation 

Medical College of Virginia 

1203 East Broad Street 

Richmond 19 


Wisconsin 


Course in Physical Therapy 
Medical School, University of 
Wisconsin 


Madison 6 


U. S. Army Medical Service 
*Phvsical Therapy Course 
Medical Field Service School 
Brooke Army Medical Center, 
Fort Sam Houston, Texas and 
Brooke, Letterman and Walter Reed 
Army Hospitals 

Write to: The Surgeon General 
Department of the Army 
Washington 25, D.C. 

Att: Personnel Division 


Used by Permission of the American Physical Therapy Association, New York City, N.Y. 
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A 


sidueitón. drawing away from median 
ine 


abductor: muscle or nerve that abducts 


Of refractive 
Power of crystalline lens for vision at 


Achilles tendon: tendon at back of heel 
connecting calf muscle ege tuberosity 


Achondroplasia: feta] rickets, skeletal dis- 
ease Beh: in fetal life and causing 
ism 


achromatic: characterized by lack of color 

acquired deafness: hearing impairment 
acquired after birth 

acromegaly: Nervous disease 

by enlargement of ex- 


Of sensory Perception 
rearing: ability to h A 
ness of hearing S bear ANE 


Addison's 


adjudication: decision or settlement by 
law; in case of disabled veterans, estab- 
lishment of claim under law 

adjustment: process or result of accepting 
environment, facing up to life, taking 
things in stride 

affect: feeling or emotions 


Aggression: action bordering on hostility, 
with the infliction of Physical or psy- 
chological injury 

agnosia: inability to attach 
sensory stimuli 

agraphia: difficulty with writing symbols 


air conduction: normal way in which most 


people hear (sounds being carried by 
air to ear) 


meaning to 


akinesia: loss or 
function 

albinism: lack of pigment, 
whiteness of skin, hair, and eyes 

albino: person presenting abnormal 
whiteness of skin, hair, and eyes 

alexia: word blindness; inability to read, 
due to brain injury 

amaurosis: blindness due to disease of 
optic nerve 

amblyopia: dimness of vision without any 
apparent disease of eye 

amblyopia ex anopsia: dimness of vision 
due to disuse of eye 

amentia: lack of menta] development (to 
be distinguished from dementia) 

ametropia: refractive defect which pre- 
Vents eye, in state of rest, from focus- 
ing image of distant Objects upon retina; 
includes hyperopia, myopia, and astig- 
matism 

amnesia: lack or loss of memory 

ampere: unit of measurement of electric 
current 

amplified sound: 
louder 

amputee: person who has suffered ampu- 
tation (surgical cutting-off of limb) 

amyotonia congenita: Oppenheim's dis- 
ease, congenital general hypotonia of 
muscles in children 

anarthria: loss or impairment of ability 
to articulate words 

aniridia: congenital absence of iris 

ankylosis: frozen joint, abnormal im- 
mobility and consolidation of joint 

anomaly: deviation from . natural order 

anophthalmos: absence of true eyeball 

anoxia: oxygen deficiency; suffocation 
from lack of oxygen 

anterior chamber: Space in anterior por- 
tion of eye, bounded in front by cornea 
and behind by iris; filled with aqueous 

anxiety neurosis: worry amounting to 
Psychoneurosis, with irritablity, excit- 
ability, and depression 

aphakia: absence of lens of eye 


impairment of motor 


abnormal 


any sound when made 


aphasia: defect or loss of power of ex- 
pression by speech, writing, or signs, or 
of comprehending spoken or written 
language 

aphasia, expressive: inability to express 
ideas in speech 

aphasia, receptive: inability to under- 
stand meaning of words 

apraxia: motor disturbance, or difficulty 
in performing skilled motor acts 

aqueous: clear, watery fluid which fills 
interior and posterior chambers within 
front part of eye 

arrhythmia: variation from normal 
rhythm of heart beat 

arteriosclerosis: hardening of arteries 

arthritis: inflammation of joint 

arthrodesis: surgical fixation of joint by 
fusion of joint surfaces, artificial anky- 
losis 

aseptic: free from septic (putrefying) 
material 

assymetry: lack or absence of symmetry 
(right proportion) 

asthenopia: eye fatigue caused by tiring 
of internal or external muscles 

astigmatism: defective curvature of re- 
fractive surfaces of eye, as result of 
which a ray of light is not sharply 
focused on retina but is spread over a 
more or less diffuse area 

ataxia: failure of mucular coordination 
characterized by lack of balance 

athetoid: resembling or affected with 
athetosis 

athetosis: involuntary movements of 
head, body, extremities, or tongue; 
subclassification of cerebral palsy 

atonicity: lack of normal muscle tone 

atrophy: wasting away or diminution in 
size of cell, tissue, organ, or part 

atrophine: drug which dilates pupil, in- 
creases frequency of heart's action, and 
checks sweating and salivation 

audiogram: chart or record indicating 
child’s ability to hear as compared with 
ability of known normal listeners; 
chart or graph is generally used to 
indicate at what intensity child is just 
able to hear tones of pure-tone audio- 
meter 

audiology: science of hearing 

audiometer: instrument for testing hearing 

auditory training: educational method by 
which child is taught to use to best 
advantage any hearing that he has 

automatic control: electric switch, utilizing 
light-sensitive tube as signal device, 
which turns artificial lights on and off, 
respectively, when daylight falls below 
or rises above limits for which it is set 
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Babinski reflex test: test for confirmation 
of lesions of pyramidal tract; stimula- 
tion of sole of foot produces extension 
of toes instead of flexion 


basal: at the base 

B. M. R.: basal metabolic rate 

basal metabolism: basal metabolic rate 

basal metabolic rate: minimal heat pro- 
duced by individual 14-18 hours after 
eating with individual at rest but not 
asleep; it represents energy expended to 
maintain respiration, circulation, per- 
istalsis, muscle tonus, body tempera- 
ture, glandular activity, and other vege- 
tative functions 

benign: not malignant 

benzedrine: drug used to stimulate cere- 
bral activity by producing wakefulness, 
feeling of well being, and loss of appe- 
tite 

bilateral: having two sides, pertaining to 
both sides 

binocular: characterized by functioning of 
two eyes together 

binocular vision: ability to use two eyes 
simultaneously to focus on same object 
and fuse two images into single image 
which gives correct interpretation of its 
solidity and position in space 

blepharitis: inflammation of eyelid 

blepharospasm: spasm of orbicular mus- 
cle of eyelids 

blue baby: baby born with cyanosis due 
to congenital heart lesion or to con- 
genital atelectasis (imperfect expansion 
of lungs) 

bone conduction: transmission of sound 
waves to hearing mechanism through 
bones of head 

brace: appliance for support of body part, 
to relieve weakness or to maintain 
alignment 

brachial birth palsy: paralysis or partial 
paralysis of arm resulting from injury 
to nerves at birth, and affecting fore- 
arm, upper arm or whole arm 

Bradford frame: rectangular frame of gas 
pipe, to which sheet of heavy canvas 
is attached: used as bed frame in spinal 
tuberculosis and fracture of thigh to 
maintain position 

brightness: (1) brightness of primary light 
source is determined by intensity of 
light emitted from that source; (2) 
brightness of any other surface is 
product of illumination it receives and 
percentage it reflects 

brightness ratio: relative brightness of any 
two objects, areas, or spaces 

bulbar conjunctiva: part of conjunctiva 
covering anterior surface of eyeball 
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buphthalmos: large eyeball (infantile glau- 
coma) 


c 


C. A.: chronological age 

C, CC (cum correction): with correction 
(wearing lenses prescribed) 

calcaneo valgus deformity: deformity of 
the foot; turning it upward and out- 
ward. 


calcaneus: heel bone 


calcaneus deformity: heel-walking de- 
formity 


Calvé-Perthes disease: disease character- 
ized by Softening and crumbling of 
head of femur that fits into hip socket 


canal of Schlemm: circular tube at junc- 
tion of sclera and cornea through which 
Aqueous passes out of eye 

canthus: angle at either end of slit be- 
tween eyelids, specified as outer (temp- 
oral) and inner (nasal) 

cardiac: relating to the heart: person with 
organic heart disorder 

cardiogram: tracing produced by means 
of cardiograph 

cardiograph: instrument Placed over heart 
to indicate force and form of heart's 
movements 

cardiologist: heart Specialist 

cardiotomy: incision of heart 

cardiovascula:: relating to heart and 
blood vessels 


carditis: 


cast: rigid dressing made of bandage im- 
pregnated with plaster of paris or other 
hardening materials, used for im- 
mobilizing parts of body 


catalepsy: waxiness and rigidity of 
muscles, which maintain limbs in any 
position in which they are placed 


cataract: opacity (cloudiness) of crystal- 
line lens or its capsule; two of its many 
types are senile (in older People) and 
congenital (in most Partially sighted 
children) 

catatonia: variety of schizophrenia (de- 
mentia praecox) involving negativistic 
reactions, phases of Stupor or excite- 
ment, and impulsive or Stereotyped 
behavior 

catharsis: purification; getting rid of dis- 
turbing conflicts and complexes 

central visual acuity: ability of eye to 


Perceive shape or form of objects in 
direct line of vision 


cerebellum: part of brain behind cere- 
brum, occupying back Part of skull and 
concerned in balance or coordination of 
movements 

cerebral: relating to brain or to cerebrum 

cerebral palsy: term applied to group of 
diseases in children, marked by par- 
alysis or disturbances of motion; weak- 
ness or paralysis due to brain lesion 

cerebrospinal: relating to brain and spinal 
cord 

cerebrum: main portion of brain, occupy- 
ing upper part of cranium 

chalazion: inflammatory enlargement of a 
meibomian gland in eyelid 

choked disk: noninflammatory swelling of 
optic nerve head 

chorea: St. Vitus's dance; conclusive nery- 
Ous disease, with involuntary and ir- 
regular jerking movements, irritability, 
depression, and mental impairment; it 
Occurs in children and is often associa- 
ted with rheumatic fever 

chorea minor: ordinary chorea 

choroid: vascular, intermediate coat 
which furnishes nourishment to other 
parts of eyeball 

choroidal: relating to choroid 

choroiditis: inflammation of choroid 

chronic chorea: hereditary disease of 
adults, marked by irregular movements, 
speech disturbances, and dementia 

cila: eyelashes 

ciliary body: portion of vascular coat be- 
tween iris and choroid; it consists of 
ciliary processes and the ciliary muscles 

claimant: veteran who claims right to 
certain compensation or benefits from 
government on basis of service record 


claustrophobia: fear of being in confined 
or closed places 

clavicle: collarbone 

clear-type book (large-type book): book 
in 18-point or 24-point type of clear, 
simple design without many serifs, pro- 
duced especially for education of par- 
tially seeing pupils 

cleft lip: cleft in the upper lip 


cleft palate: roof of mouth may be split 
Part way or full length; nasal cavity 
opens into mouth; faulty union of two 
Sides of lip or mouth 


clerestory window: one cut in a set-back 
wall rising above roof of room below it, 
to provide additional light in inner 
Portion of room below 

Clinician: practising physician, psychiatrist, 
or psychologist who examines, diag- 
Noses, and treats individuals presenting 
emotional and mental disorders 


clonic: pertaining to clonus (series of 
alternating contractions and partial 
relaxation of same muscle) 


close work: such work as reading, sew- 
ing, drawing, normally done at short 
distance from eyes and hence requiring 
effort of accommodation 

clubfoot: talipes; deformity of foot in 
which it is twisted out of shape or posi- 
tion 

coccyx: small bone situated caudad to 
sacrum; in man, caudal end of spinal 
column 

coefficient of utilization: proportion of 
light that reaches plane of work from 
any light source; it depends on type of 
diffusing and reflecting equipment, 
color and maintenance of walls and 
ceilings, and proportions of room 

coloboma: congenital cleft due to failure 
of eye to complete growth in part 
affected 

color blindness: diminished ability to per- 
cieve differences in color 


coma: loss of consciousness 


compensable: receiving compensation or 
remuneration to make up for loss or 
injury 

compensation: whatever offsets any de- 
fect of structure or function; mechan- 
ism of putting forward approved trait 
of character to hide existence of un- 
desirable trait 

complex: Freudian term for series of 
emotionally accentuated ideas in re- 
pressed state 

concave lens: lens having power to di- 
verge rays of light; also known as di- 
verging, reducing, negative, myopic, or 
minus lens, denoted by sign 

conduction deafness: hearing impairment 
due to interference of sound waves in 
their progress to inner ear 

cones: together with rods, they are re- 
ceptors for optic nerve; they are light- 
perceiving layer of retina; cones con- 
centrated at macula are concerned 
with sharp vision and perception of 
shape 

congenital: existing at or before birth 

congential deafness: hearing impairment 
present from birth 

conjunctiva: mucous membrane which 
lines eyelids and covers front part of 
eyeball 

conjunctivitis: inflammation of conjunc- 
tiva 

contact lens: lens so constructed that it 
fits directly on eyeball; used chiefly in 
connection with cone-shaped cornea 
and high myopia 
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contraction: shortening of muscle 


contracture: shortening or distortion (from 
shrinkage of muscles, scars, or from 
sudden stimulus) 


control: experiment to test correctness of 
observations; person, animal, group 
subjected to conditions of original test 
with exception of one factor under 
study 


convergence: ability to direct visual lines 
of two eyes to near point 


convex lens: lens having power to con- 
verge rays of light and to bring them 
to a focus; also known as converging, 
magnifying, hyperopic, or plus lens, 
denoted by sign+ 

convulsion: violent involuntary contrac- 
tion of muscle 

cornea: clear, transparent (“watch crys- 
tal") portion of external coat of eyeball 
forming front of aqueous chamber 

cortex: outer layer of organ 

coxa: hip or hip joint 

coxa plana: osteochondrosis of capitular 
epiphysis, flattening and broadening of 
head of femur in Legg-Calvé-Perthes 
disease 

coxa valga: exaggerated angle of neck of 
femur 

coxa vara: 
femur 

cretinism: arrested physical and mental 
development, due to lack of thyroid 

crutch palsy: paralysis, chiefly of muscu- 
lospiral nerve, from pressure of crutch 
in armpit 

crystalline lens: transparent, colorless 
body suspended in anterior portion of 
eyeball between aqueous and vitreous 
chambers, whose function is to bring 
rays of light to a focus 

cyanosis: blueness of skin, often due to 
cardiac malformation (causing in- 
sufficient oxygenation of blood) 

cybernetics: Norbert Wiener’s term for 
study of what, in a human context, is 
sometimes loosely described as thinking 
and, in engineering, is known as control 
and communication; study of striking 
similarities between human brain and 
calculating machines; “machine think- 
ing” 

cyclitis: inflammation of ciliary body 

cycloplegic: drug which temporarily par- 
alyzes accommodation and dilates pupil 

cylindrical lens: segment of cylinder, 
whose refractive power varies in 
different meridians; used in correction 
of astigmatism; cylinders are convex or 
concave 


diminished angle of neck of 
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D 


dacryocystitis: inflammation of lacrimal 
sac 


dark adaptation: power of eye to adjust 
itelf to dim light 

daydreaming: indulging in dreams while 
awake, building castles in the air; 
brown study, abstraction, absent- 
mindedness; escape from reality to 
dream world of easy success 

deaf and dumb: 
Scribe those with congenital deafness, 
or those whose deafness is acquired be- 
fore speech is 
fallen into disrepute, 

talk if given 
today, in 

colloquial use, the word dumb is usually 

i ity, whereas the 
not affect a 

child’s intelligence; Properly speaking, a 

deaf, not deaf and 


deafness: hearing impairment SO severe 
that person cannot understand speech, 
no matter how loud it is rendered. 
term named after Alexander 
Graham Bell 
measurement of sound; unit employed 
to express comparison be 


amounts of power in any field in which 
power is 
radio, and 


delirium: mental disturbance 
illusions, hallucinations, 
cerebral excitement, Physical restless. 
ness, and incoherence, and of short 
duration 


delusion: false belief that cannot be 
corrected by reason 


dementia: insanity, being out of touch 
with reality 
dementia praecox: 
PSychoses of 
often recognized during or Shortly after 


term for large group 


Splitting of Personality 

depression: absence of cheerfulness or 
hope, emotional dejection 

depth Perception: ability to Perceive solid- 
ity of objects and their Position in space 

Descenet’s membrane: thin membrane 
between substantia Propria and en- 
dothelial layer of cornea 

diagnosis: distinguishing One disease from 


another; determining nature of case of 
diease 


diaphragm: musculomembranous partition 
that separates abdomen from thorax 
(chest) 

diathermy: generation of heat in body 
lissues due to resistance offered by 
tissues to high-frequency electric cur- 
rents forced through them 

diffusion (of light): scattering of light rays 
by reflecting surface or by transmission 
through translucent material 

diopter: unit of measurement of strength 
Or refractive power of lenses 


diplegia: paralysis of corresponding parts 
of the body 

diplopia: seeing of single objects as two 

direct illumination: type of electric light- 
ing in which major portion of light falls 
directly on surface to be illuminated 

disabled veteran: person who (1) has been 
wounded, gassed, or injured in mind or 
body, or (2) was a victim of disease 
while serving in armed forces of U. S. 
during wartime 

discission (or needling): operation in 
which lens capsule is broken up with 
knife-needle, so that its contents may be 
absorbed 

distribution: term used to describe uni- 
formity of or variations in quantity of 
illumination available in various parts 
of room 


domiciliary: concerning home for in- 
Capacitated veterans, where they are 
cared for and receive treatment, but 
which is not a veteran hospital 


dorsal: Concerning the back or any 
dorsum 

dorsiflexion: bending (as of toes) toward 
dorsum 


dorsum: the back; also, any part corres- 
ponding to the back in position, as of 
the foot or hand 

drop foot: paralysis of the muscles which 
dorsiflex the ankle and thereby raise 
the foot 


duction: stem word used with prefix to 
describe turning or rotation of eyeball 
(abduction, adduction) 

dumb: characterized by mutism (lack of 
Speech) 


dysarthria: stammering 

dyschondroplasia: abnormal growth of 
cartilage at diaphyseal (shaft) end of 
long bones, with formation of cartilag- 
inous and bony tumors on shafts of 
bones near epiphyses 

dysfunction: Partial disturbance, impair- 
ment, or abnormality of functioning of 
organ 

dysgraphia: impaired ability to write 

dysplasia: abnormality of development 


dyspnea: difficult or labored breathing, 
shortness of breath 


dysrthythmia: disturbance in rhythm 
dystrophy: defectve nutrition 


E 


echolalia: meaningless repetition of words 


ectropion: condition in which there is 
eversion (turning inside out) of eyelids 

edema: localized fluid in tissue 

educable mentally retarded: persons with 
IQ's in 50 to 75 range 

electrocardiogram: graphic picture of 
electrical charges caused by contraction 
of heart muscle 

electroencephalogram: record of brain 
waves 

electrotherapy: treatment of disease by 
means of electricity 

embolus: clot or plug that obstructs blood 
vessel 

emmetropia: condition of normal refrac- 
tion of eye; images of distant objects 
are focused exactly upon retina when 
eye is in state of rest 

empyema: accumulation of pus in cavity 
of body, especially chest 

encephalitiss inflammation of brain 

endocarditis: inflammation of endocard- 
ium (endothelial lining membrane of 
heart), generally associated with acute 
rheumatism 

endocrine gland: ductless gland 

endogenous: originating within organism 
(said of retarded mental development 
due to cultural-familial causes) 

endothelium: layer of simple squamous 
(scaly) cells that lines inner surface of 
circulatory organs and other closed 
cavities 

entropion: condition in which there is in- 
version (turning inward) of eyelids 

enucleation: complete surgical removal of 
eyeball 

enuresis nocturna: bedwetting at night and 
during sleep 

epilepsy: occasional lack of consciousness 
resulting from brain injury 

epiphora: overflowing of tears due to 
malfunction of lacrimal gland or lacri- 
mal duct 

epiphyseal arrest: epiphyseal-diaphyseal 
fusion, operative establishment of bony 
union between epiphysis and diaphysis 
of bone, aimed at arresting growth of 
bone at epiphysis 

epiphysis: piece of bone separated from 
long bone in early life by cartilage, but 
later becoming part of larger bone 

episcleritis: inflammation of outermost 
layers of sclera 
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equitable: fair, just 

Erb's palsy: birth palsy, due to cerebral 
hemorrhage occurring at birth; also 
partial paralysis of brachial plexus, 
affecting various muscles of arm and 
chest wall 

erythroblast: one of nucleated cells of 
type from which red blood corpuscles 
are developed 


esophoria: tendency of eye to turn inward 


esotropia: manifest turning inward of eye 
(convergent strabismus or crossed eyes) 

etiology: science or study of causes of 
disease, both direct and predisposing, 
and mode of their operation 

exogenous: originating outside body (said 
of retarded mental development due to 
brain injury) 

exophoria: tendency of the eye to turn 
outward 

exophthalmos: abnormal protrusion of 
eyeball 

exostosis: bone tumor; simple growth on 
bone; a sort of spur 

exotropia: abnormal turning outward 
from nose of one or both eyes (diver- 
gent strabismus) 

extrinsic muscles: external muscles of eye 
which move eyeball; each eye has four 
recti and two oblique muscles 

eye dominance: tendency of one eye to 
assume major function of seeing, being 
assisted by less dominant eye 


F 


farsightedness: hyperopia : 

fascia: sheet or band of tissue that invests 
and connects muscles 

febrile: relating to high fever 

feeblemindedness: mental 
social incompetence due to m 
tardation 

femur: thigh bone " 

festinating gait: incoordinated, | hurried, 
uncertain walk in paralysis agitans 

fibroplasia: formation of fibrous tissue, as 
in healing of wounds; in eye, retrolental 
fibroplasia occurs in premature babies 
of low birth weight and is cause O 
much infant blindness 

fibula: outer and smaller of two bones 
of leg 

field of vision: 
eye is able to P 


deficiency; 
ental re- 


entire space within which 
erceive objects i one 
time; it extends outward from line o! 
direct vision to approximately 90*, but 
brows, cheeks, and nose restrict it to 
approximately 60? upward, downward, 


and nasally 
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fifth-year program: accelerated course in 
teacher training for liberal-arts grad- 
uates who seem to be good teacher 
material 

fit: convulsive seizure 

fixation: in Psychiatry, cessation of de- 
velopment of personality at stage short 
of maturity 

flaccid: characterized by lack of muscle 
tone 


flatfeet: pronated feet; weak arches 


flexion: act of bending or condition of 
being bent 

flexor: any muscle that flexes a joint 

flexure: bending of body 


fluorescent lighting: illumination produced 
by Mazda F (fluorescent) lamps, popu- 
larly known as bulbs or tubes 

focus: point to Which rays are converged 
after passing fhrough a lens; focal 
length is distance Tays travel after re- 
fraction before focus is reached 

foot candle: amount of light falling on 
surface one foot from standard candle 
used as unit of measurement of quan- 
tity of light) 

footlambert: Unit of measurement of 
amount of illumination resulting from 
number of footcandles multiplied by 
reflection factor of surface illuminated 

fornix: loose fold connecting palpebral 
and bulbar conjunctiva 

fourth level of learning: adult education 

fovea: depression or pit in retina at poste- 
rior part of eye (temporal of optic disk), 
most sensitive part of retina 

fragilitas ossium: abnormal brittleness of 
bones (subject to fracture from slight 
violence) 

Friedreich's disease: family or hereditary 
ataxia; inherited disease, usually be- 
ginning in childhood or youth, with 
sclerosis of dorsa] and lateral columns 
of spinal cord, attended with ataxia, 
speech Impairment, lateral curva- 
ture of spinal column, and Peculiar 
Swaying and irregular movements, with 
paralysis of muscles, especially of 
lower extremities 

frustration: prevention of act which, if 
carried out, would produce gratification 
of desire; feeling of being thwarted 

functional: Pertaining to or affecting 
functions, but not Structure; caused by 
inefficient use of organism 

functional murmur: cardiac murmur due 
to anemia or excited action of heart 

fundus: posterior Part of eye within its 
coats 

fuse: plug or bar of soft metal that melts 


or fuses when too great Strength of 
current causes too much heat for safety 


fusion: co-ordination by brain into one 
image of separate images formed on 
retinas of two eyes 

G 

gamma globulin: part of blood containing 
most antibodies (it protects against 
paralytic poliomyelitis) 

ganglion: any collection or mass of nerve 
cells that serves as center of nervous 
influence 

gastrocnemius: muscle whose action ex- 
tends foot, flexes leg, et cetera ‘ 

gene: carrier of hereditary factor in 
chromosome 

genu-recurvatum: backward curvature of 
the knee joint 


genu-valgum: inward curving of the knee; 
knock-knee 

genu-varum: a curvature of the knee 
sometimes referred to as bowleg 

geriatrics: geriatric medicine: department 
of medicine which treats of clinical 
problem of senescence and senility 

gerontology: scientific study of aging 
Process, its phenomena, diseases, et 
cetera 

gibbous: humpbacked 


gigantism: abnormally large development 
in size or stature of the whole body, or 
of parts of body, usually due to dys- 
function of the pituitary gland 

gland: organ which secretes 

glare: discomfort and interference with 
vision caused by any excessive bright- 
Ness within field of vision 

glass area: total area of window panes of 
given room (measurement used particu- 
larly in relation to floor area) 

glass blocks: constructed of prismatic 
glass to redirect daylight rays upward 
toward ceiling 

glaucoma: eye disease caused by fluid 
pressure in eye and frequently resulting 
in hardening of eyeball 

glioma: malignant tumor (as of retina) 

gluteus maximus: muscle whose action 
extends, abducts, and rotates thigh 
outward 

grand mal: major epileptic attack 

granular conjunctivitis: trachoma 

H 

hallux valgus: displacement of the great 

toe 


hamstring: either of tendons that laterally 
bound Popliteal space (at back of knee 
and thigh) 

hard of hearing: presenting impairment of 
hearing (term ordinarily employed in 
connection with persons whose hearing 
is impaired but not absent) 


harelip: roof of mouth split part way or 
full length; nasal cavity opens into 
mouth; faulty union of two sides of lip 
or mouth 

hearing aid: device which amplifies sounds 
and is consequently used to enable a 
person to hear better; receiver of aid 
may be worn in ear (air conduction aid) 
or on head (bone conduction aid), de- 
pending on type of hearing loss 

hebephrenia: clinical form of demetia 
praecox, appearing soon after puberty 
and marked by rapid deterioration, 
hallucinations, absurd delusion, sense- 
less laughter, and silly mannerisms 

heliotherapy: treatment of disease by ex- 
posing body to sun's rays; therapeutic 
use of sun bath; use of ultraviolet lamp 

hemianopsia: blindness of one half of 
field of vision of one or both eyes 

hemiatrophy: marked discrepancy of size 
of lateral halves of body 

hemiplegia: paralysis of one side of body 

hemoglobin: oxygen-carrying red pigment 
of red blood corpuscles 

hemophilia: hereditary condition charac- 
terized by delayed clotting of blood and 
consequent difficulty in checking hem- 
orrhage; it is inherited by males 
through mother as sex-linked character 

heredity: organic resemblance based on 
descent; inheritance of qualities or 
diseases from ancestry 

heterophoria: constant tendency of eyes 
to deviate from normal axis, counter- 
balanced by simultaneous fixation 
forced by muscular effort (prompted by 
desire for single binocular vision); de- 
viation is not usually apparent, hence 
is said to be "latent" 

heterotropia (strabismus, squint): mani- 
fest deviation of axis of eyes, making 
single binocular vision impossible; fixa- 
tion is maintained with either eye, but 
not simultaneously with both 

hip disease: tuberculosis of the round 
head of the thigh bone at the hip; head 
of bone decays and socket is destroyed; 
stiffness of joints 

hip dislocation: one or both hips with 
limp or waddling gait; more frequent 
in girls than in boys 

Hodgkin's disease: pseudoleukemia (blood 
disease) 

Holmgren wool test: test for color blind- 
ness based on ability to match correctly 
wool samples from a set especially dyed 
in various shades and colors 

hordeolum (stye): acute inflammation of 
sebaceous gland in margin of eyelid, 
due to infection and usually resulting 
in formation of pus 
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humerus: bone that extends from shoulder 
to elbow 

Huntington's chorea: chronic chorea 

Hutchinson's teeth: notched or peg shaped 
teeth; due usually to congenital syphilis 

hydrocephalus: increase in size of skull 
due to cerebrofluid pressures 

hydrotherapy: use of water in treating 
disease 

hyperemia: reddening and swelling of 
margin of eyelid 

hyperopia (farsightedness): refractive 
error where, because eyeball is short or 
refractive power of lens is weak, point 
of focus for rays of light from distant 
objects (parallel light rays) is behind 
retina; thus accommodation to increase 
refractive power of lens is necessary 
for distant as well as near vision 

hyperphoria: tendency of one eye to de- 
viate upward 

hyperpituitarism: overactivity of the pitu- 
itary gland 

hyperplasia: increase in number of cells of 
a part 

hyperthyroidism: condition due to excess- 
ive. functional activity of thyroid gland 

hypertonia: excess tension, activity, or 
tone of muscles 

hypertrophy: morbid enlargement or over- 
growth of organ or part due to increase 
in size of its constituent cells 

hypertropia: elevation of one of visual 
axes 

hypopituitarism: abnormally diminished 
activity of the pituitary gland 

hypotonia: diminished tension or tonicity, 
reduction in muscle tone; arterial hypo- 
tension; low intraocular tension 


I 


idiopathic: self-originated; of unknown 
cause 

idiot: low-grade mental defective 

imbecile: defective mentally; one mentally 
defective; feebleminded person with 
mental age between two and seven 
years 

incandescent lamp: glass bulb in which 
filament (usually of tungsten) is heated 
to whiteness and maintained at high 
temperature by electric current 

indirect illumination: type of illumination 
in which 90 percent or more of fight 
is directed toward ceiling for diffused 
reflection over room area 

infantile paralysis: poliomyelitis (disease 
of spinal cord) 

infrared: concerning rays of energy be- 
yond limit of vision and below red rays, 
employed in heat therapy 
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injection: usually congestion of ciliary or 
conjunctival vessels 

innate: present at birth 

insanity: social and legal term, rather than 
medical one; condition which renders 
affected person unfit to enjoy liberty 
Of action because of unreliability of 
his behavior, with concomitant danger 
to himself and others 

IQ: intelligence quotient, calculated by 
formula of mental age divided by 
chronological age 

internist: physician who treats diseases 
of internal organs 

interstitial keratitis: affection of middle 
layer of cornea (substantia propria), 
disease found chiefly in children and 
young adults; usually caused by trans- 
mission of syphilis from mother to 
unborn child 

intraocular tension: pressure or tension 
of contents of eyeball 

introvert: person given to introspection, 
often concerning himself alone 

invert: person whose sexual interests and 
impulses are homosexual (directed 
toward same sex) 

iridocyclitis: inflammation of iris and 
ciliary body 

iris: colored, circular membrane, sus- 
pended behind cornea and immediately 
in front of lens, which regulates amount 
of light entering eye by changing Size 
of pupil 

iritis: inflammation of iris 


Ishihara color plates: test for color blind- 
ness, based on ability to trace Patterns 
In series of multicolored charts 


J 


jacksonian epilepsy: partial epilepsy, 
marked by localized Spasm, and 
mainly limited to one Side and often 
to one group of muscles 

Jaeger test: test for near vision; lines of 
reading matter printed in a Series of 
various sizes of. type 


jaundice: accumulation of bile resulting in 
yellowness of skin and eyes 
K 
keratitis: inflammation of cornea 


keratoconus: cone-shaped deformity of 
cornea 


kyphosis: rounded deformity of back, 
humpback 
L 


lacrimal gland: gland which secretes tears: 
it lies in outer angle of orbit $ 
yd sac: dilated upper end of lacrimal 
luc 
lacrimation: production 


ine Mond Le of slightly alka- 


own as “tears” 


lagophthalmos: condition in which lids 
cannot be completely closed 

large-type book (clear-type book): book 
in 18-point or 24-point type of clear, 
simple design without many serifs, pro- 
duced especially for education of par- 
tially seeing pupils 

larynx: the cavity at the upper end of the 
human trachea or windpipe, containing 
the vocal cords and acting as the organ 
of voice 

lens: refractive medium having one or 
both surfaces curved 

lesion: an injury; a hurt; a wound 

leukemia: cancer of blood cells 

leukocyte: white blood corpuscle 

ligament: tough, fibrous band connect- 
ing bones or supporting viscera 

light adaptation: power of eye to adjust 
itself to variations in amount of light 

light perception (L. P.): ability to dis- 
tinguish light from dark 

L. P.: light perception, ability to dis- 
tinguish light from dark 

limbus: boundary between cornea and 
sclera 

lordosis: curvature of spine 

lumbar: concerning the loins or lower 
back 

lumbar puncture: spinal puncture; tapping 
of spinal membranes in lumbar region, 
usually between third and fourth 
lumbar vertebrae 

lumen: unit of measurement of light 
output of light source; modern lamps 
are rated in lumens 

luminaire; lighting fixture or complete 
unit (including lamp, shade, and other 
accessories) 


M 

M. A.: mental age 

macrocephaly: abnormal largeness of the 
head 

macrophthalmus: abnormally large eye- 
ball, resulting chiefly from infantile 
glaucoma 

macula (yellow spot): small area of retina 
Which surrounds fovea; with fovea, it 
Is area of distinct vision 

maladjustment: in Psychiatry, defective 
adaptation to environment, marked by 
anxiety, depression, and irritability 

malignant: virulent and tending to go 
from bad to worse 

malnutrition: imperfect assimilation and 
nutrition 

malocculsion: faulty occlusion, closing, or 
Meeting, as of Opposing teeth in the 
upper or lower jaw 


mandible: bone forming lower jaw; in- 
ferior maxilla 

mat(te) surface: dull or non-glossy finish 
which diffuses light reflected from it, 
thereby preventing reflected glare from 
surface 

maxilla: one of two bones forming upper 
jaw; superior maxilld 

mechanism: method unconsciously used 
to keep self-respect or prestige in 
presence of obstacles and conflicts 
impossible for individual to overcome 
(as by rationalization) 

megalophthalmus: abnormally large eye- 
ball, resulting usually from infantile 
glaucoma 

membrane: thin layer of tissue that 
covers surface or divides space or organ 

meninges: membrane covering brain 

meningitis: inflammation of membrane 
covering brain 

mental age: level of intellectual develop- 
ment in terms of level of average per- 
son of same chronological age 

mental deficiency: feeblemindedness; soc- 
ial incompetence due to mental retarda- 
tion 

mental hygiene: science which deals with 
development of healthy mental and 
emotional reactions and habits 

metabolism: process of converting food 
into energy 

metastasis: transfer of disease from one 
organ or part to another 

microcephalous: presenting 
smallness of head 

microphthalmus: eyeball congenitally ab- 
normally small in all its meridians 

miotic: agent that causes pupil to contract 

Mongolism: condition of a child born 
with a wide, flattened skull, narrow, 
slanting eyes, and generally a mental 
deficiency 

monoplegia: 
(brachial, 
et cetera) 

moron: feebleminded person whose IQ 
is between 50 and 75 and whose mental 
age is between 8 and 12 years 

motivation: reason or group of reasons 
inducing a person to act in a certain 
way 

multiple sclerosis: disease marked by 
sclerosis occurring in sporadic patches 
throughout brain or spinal cord or both 

muscular distrophy: a primary wasting 
disease of muscles characterized by 
progressive muscular weakness 

mutism: a conscious or unconscious re- 
fusal to respond verbally to inter- 
togation 


abnormal 


single part 


paralysis of 
peripheral, 


facial, central, 
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mydriatic: drug that dilates the pupil 

myelitis: inflammation of bone marrow 
(osteomyelitis) or spinal cord (polio- 
myelitis) 

myocarditis: inflammation of myocardium 
(heart muscle) 

myopia (nearsightedness): refractive error 
where, because eyeball is too long, 
point of focus for rays of light from 
distant objects (parallel light rays) is 
in front of retina; thus, to obtain dis- 
tinct vision, object must be brought 
nearer to take advantage of divergent 
light rays (those from objects less than 
twenty feet away) 

myositis: inflammation 
muscle 

myotonia: inhibition of voluntary move- 
ments due to increase in muscle tonus; 
tonic spasm of muscle 


N 


near point of accommodation: nearest 
point at which eye can perceive an 
object distinctly; it varies according to 
power of accommodation 

near point of convergence: nearest single 
point at which the two eyes can direct 
their visual lines, normally about three 
inches from eyes 

nearsightedness: myopia 

near vision: ability to perceive objects 
clearly at normal reading distance 
(usually considered to be approximately 
fourteen inches from eyes) 

nephritis: inflammation of kidney 

nerve deafness: hearing impairment 
caused by damage to perceptive mech- 
anism of ear; perception deafness 

neuritis: inflammation of nerve 

neurologist: expert in neurology or in 
treatment of nervous diseases 

neuropsychiatry: branch of medicine 
which deals with cases that are both 
neurologic and mental or bordering 
thereon ` 

neurosis (psychoneurosis): relatively mi- 
nor disorder of psychic constitution; 1n 
contrast with the psychosis, it is less 
incapacitating, and in it the personality 


remains more or less intact 
neurosurgery: surgery of nervous system 
neurosyphilis: syphilis affecting the cen- 
tral nervous system 


ight blindness: condition in which sight 
ais good by day, but deficient at night 


and in any faint light 
nystagmus: involuntary movement of 
muscles of eye 


of voluntary 


(0) 


obstetrical paralysis: 
received at birth 


palsy due to injuries 
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Obstetrics: art of managing childbirth 
cases 
occipital: 
head) 
Occupational therapy: 
tion for remedial 


concerning occiput (back of 


use of any Occupa- 

purposes, especially 
of arts and crafts to promote relaxa- 
tion, coórdination, et cetera 

oculist (ophthalmologist): physician who 
is specialist in diseases and defects of 
eye 

O. D. (oculus dexter): right eye 

ophthalmia: inflammation of eye or con- 
junctiva 

ophthalmia neonatorum: acute, 
conjunctivitis in newborn; 
purposes, it is sometimes legally de- 
fined as “an inflamed or discharging 
eye in a newborn baby under two 
weeks” 

ophthalmologist 
is specialist in 
eye 

ophthalmoscope: instrument 
forated mirror i 


purulent 
for control 


(oculist): physician who 
diseases and defects of 


n i amyotonia con- 
Benita, congenital general hypotonia of 


optic atrophy; atrophy of optic nerve 

optic chiasm: crossing of fibers of optic 
nerves on ventral surface of brain 

optic disk: head of optic nerve 

optic nerve: second cranial nerve, 
nerve of sense of sight 

optic neuritis: inflammation of optic nerve 

optician: maker of eyeglasses 

optometrist; technician in Measurement 
of refraction and fitting of eyeglasses 

organic: caused by maldevelopment or 
impairment of organism 

orientation: determination of 
tion with respect to time, 
identity of Persons 

orthopedics: branch of 
with deformities and 
and joints 

iren Sa and treatment of 

Isorders of behavior and sonali 

particularly in youth EOM, 

orthoptic training: series of Scientifically 
planned exercises for developing or 
restoring normal teamwork of eyes 

O. S: (oculus sinister): left eye 

Osgood-Schlatter disease: osteochondrosis 
of tuberosity of tibia (just below knee- 
cap) 

Osler’s disease: chronic blueness with en- 
larged spleen and excess of red cor- 
puscles in blood 


osteitis: inflammation of bone 


special 


one’s posi- 
place, and 


medicine dealing 
diseases of bones 


osteitis fibrosa cystica: bone cyst; 
cavity filled with fluid material 

osteochondritis: inflammation of both 
bone and cartilage 

osteogenesis imperfecta: fragilitas ossium, 
abnormal brittleness of bones (subject 
to fracture from slight violence) 

osteoma: bone tumor 

osteomyelitis: inflammation 
caused by pyogenic organism 

osteopetrosis: thickening of the bone 
cortex throughout the bones of the body 
including the pelvis, vertebrae, and 
skull 

otitis media: inflammation of middle ear 

otological examination: medical examina- 
tion of ear 

otologist: physician Who specializes in 
diseases of ear 

O. U. (oculus uterque): both eyes 

out-patient: patient receiving treatment 
at hospital but not staying there 

output: light given off by lighting unit 
of any kind after deduction of losses 
due to reflection and transmission 


Sac or 


of bone 


P 


palate: the roof of the mouth, consisting 
of bone (hard palate) in front and of 
a fleshy structure (soft palate at the 
back) 

palpebral; pertaining to eyelid 

palsy: synonym of paralysis, used only 
In connection with certain special forms 

pannus: invasion of cornea by infiltration 
9f lymph and formation of new blood 
vessels 

Panophthalmitis: inflammation of entire 
eyeball 

Papilledema: choked disk, noninflam- 
matory swelling of Optic nerve head 

Paralysis: loss or impairment of motor 
function in Part, due to lesion of neural 
Or muscular mechanism; also, by 
analogy, impairment of sensory func- 
ion 

Paraplegia: paralysis of lower part of 
body 

Paresis: incomplete motor paralysis 

Parkinson’s disease: paralysis agitans, 
Shaking Palsy (disease of late life) 

Patella: kneecap 

Pathology: branch of medicine which 
treats of essential nature of disease, 
specially of Structural and functional 
changes caused by disease 

Pavor nocturnus: nightmare; night terror 

Pediatrician: Specialist in treatment of 
children’s diseases 


pellagra: noncontagious disease caused 
by deficient diet 

pelvis: basin-shaped ring of bone at 
posterior extremity of trunk, support- 
ing spinal column and resting upon 
lower extremities 

perception deafness: hearing impairment 
caused by damage to perceptive mech- 
anism of ear; nerve deafness 

pericarditis: inflammation of pericardium 
(membranous sac containing heart) 

perimeter: instrument for measuring field 
of vision 

periosteum: tough fibrous membrane sur- 
rounding bone 

peripheral: relating to the boundary; re- 
lating to nerves outside the central 
nervous system 

peripheral vision: ability to perceive 
presence, motion, or color of objects 
outside of direct line of vision 

pesplanus: flatfoot 

perseveration: involuntary persistence of 
one reply or one idea in response to 
various questions; when neural stimula- 
tion toward goal lasts too long, indi- 
vidual cannot put aside one task when 
he needs to do another, is almost ob- 
sessed by unfinished tasks, and cannot 
give vigorous attention to any one task 
because of residual stimulation from 
previous tasks 

personality: what constitutes, distin- 
guishes, and characterizes a person; 
total reaction of a person to his en- 
vironment 

petit mal: a relatively mild form of epi- 
lepsy involving a temporary partial 
lapse of consciousness 


phalanx (plural phalanges) any bone of 
finger or toe 

phlyctenular keratitis: variety of keratitis 
characterized by formation of pustules 
or papules on cornea; usually occurs in 
young children and may be caused by 
poor nutrition; many physicians believe 
it to be a tubercular condition 

phoria: root word denoting latent devia- 
tion in which eyes have constant tend- 
ency to deviate from normal axis; usi 
with prefix to indicate direction of such 
deviation (hyperophoria, esophoria, ex- 
ophoria) 

photometer (light meter): device for meas- 
uring illumination t 

photophobia: abnormal sensitivity to light 

physiotherapy: physical therapy; treat- 
ment of disease by physical (non- 
medical) means, such as heat, massage, 
hydrotherapy, exercise, rest, Occupa- 
tional therapy, radiation, and elec- 
tricity 


pinkeye: acute contagious conjunctivitis 
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pneumoencephalogram: record of shad- 
dows of brain following injection of air 
or other gas into brain through spinal 
column 
pneumothorax: collapse of lung induced 
intentionally by artificial means (as by 
injection of nitrogen gas) in treatment 
pulmonary tuberculosis; also ac- 
cumulation of air or gas in pleural 
cavity 
poliomyelitis: infantile paralysis (disease 
of spinal cord) 
polydactylism: occurrence of more than 
usual number of fingers or toes 
posterior chamber: space between post- 
erior surface of iris and anterior sur- 
face of lens, filled with aqueous 
Pott’s disease: tuberculosis of the spine 
prebyopia: loss of accommodation due 
to advanced age 
osis: forecast as to probable result 
of attack of disease; prospect as to 
recovery from disease afforded by 
nature and symptoms of case 
e muscular atrophy: chronic 
disease marked by progressive wasting 
of muscles with paralysis, due to de- 
generation of ventral gray horns of 
spinal cord, followed by degeneration 
of anterior nerve roots and muscles 
pronation: act of turning palm of hand 
downward 
; protein believed important in 
immunity to disease 
prosthesis: artificial part of body 
pseudohypertrophic muscular dystrophy: 
dystrophy of muscles of shoulder girdle 
and sometimes of pelvic girdle, be- 
ginning with hypertrophy and followed 
later by atrophy; it begins in childhood 
chiatry: branch of medicine dealing 
with behavior disorders 
psychoanalysis: method of eliciting from 
nervous patients an idea of their past 
emotional experiences and the facts of 
their mental life, in order to discover 
the mechanism by which a pathologic 
mental state has been produced, and to 
furnish hints for psychotherapy 
chologist: one trained in psychology 
Pe raoch of science that treats of mind 
and mental operations, especially as 
reflected in behavior) 
psychomotor epilepsy: state of disturbed 
consciousness in which individual may 
perform various activities for which he 
is later amnesic 
psychoneurosis (neurosis): relatively 
minor disorder of psychic constitution; 
in contrast with the psychosis, it is less 
incapacitating, and in it the persor- 
ality remains more or less intact 
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psychosis: one of deeper, more far- 
reaching and prolonged mental dis- 
orders 

psychosomatic: concerning mind-body 
relationship; having bodily symptoms 
of psychic, emotional, or mental origin 

Psychotherapy: form of therapy employ- 
ing psychologic methods in treatment 
of functional nervous disorders (in- 
cluding suggestion, persuasion, psycho- 
analysis, reéducation, et cetera) 

pterygium: fold of mucous membrane 
consisting of Subepithelial growth of 
vascular connective tissue of conjunc- 
tiva which may extend into cornea; it 
Occurs most frequently on nasal side 

Ptosis: drooping of upper eyelid 

pure-tone audiometer: audiometer for 
testing hearing by means of pure tones 

pyemia: pus in blood stream 

Pyogenic: pus-forming 


Q 
quadriplegia (tetraplegia): paralysis of all 
four limbs 
R 


radiology: Science of radiant energy and 
radiant Substances; especially that 


rationalization: mental process by Which 
plausible explanation is concocted for 
ideas, beliefs, or activities that one 
Wishes to hold or do, whereas real 
motivation is subconscious or at least 


recidivism: a repeated or habitual relapse 
into crime 
reflection factor (reflectance) of any sur- 
face: percentage of incident light re- 
lecte; 


reflex: reflected action or movement; sum 
toral d pU pariul involuntary 
activity; it is often elicited by tappi 
muscle’ tendon eee 

refraction: (1) deviation in Course of light 
rays in passing. from one transparent 
medium into another of different dens- 
ity; (2) determination of refractive 
errors of eye and their Correction by 
glasses 

refractive error: defect in eye which pre- 
vents light rays from being brought to 
Single focus exactly on retina 

refractive media: media of eye having 
Tefractive power (cornea, aqueous, 
lens, and vitreous) 


rehabilitation: restoring disabled person 
to his best possible mental and physical 
condition, aiding him in Preparing for 
and getting into employment, and 
making him a "plus" quantity in his 
community 


residual: remaining; left behind 


retardation of thought: delay in thinking, 
in which either process of thought is set 
in motion slowly (initial retardation), or 
thought or action once having started, 
is performed slowly (executive retarda- 
tion) 


retina: innermost coat and perceptive 
Structure of eye formd by expansion of 
optic nerve 


retinitis: inflammation of retina; it is 
marked by impairment of sight, per- 
version of vision, edema, and exudation 
into retina, and occasionally by hemorr- 
hages into retina 


retinitis pigmentosa: chronic degenerative 
disease of retina having hereditary 
tendency 


retinopathy of infancy: retrolental fibro- 
plasia 


retinoscope: instrument for determining 
refractive state of eye by observing 
movements of lights and shadows 
across pupil by light thrown onto retina 
from moving mirror 


retrolental fibroplasia (retinopathy of in- 
fancy): considered disease of retina; 
Occurs in premature babies of low birth 
Weight; may cause hemorrhages into 
retina and Vitreous, detachment of re- 
tina, and hazing of vitreous; so called 
because of fibrous membrane that 
forms behind lens; is cause of much 
infant blindness 

Rh factor: Rhesus factor, agglutinogen 
first found in Rhesus monkeys (Land- 
steiner and Wiener, 1940) and normally 
Present in most persons; it may cause 
hemolytic transfusion reactions in 
adults, especially in pregnancy and after 
multiple transfusions and hemolytic 
anemias in infants; individuals who 
Show this agglutination (86%) are Rh 
Positive, while those who do not (1496) 
are Rh negative 

rheumatic fever: disease of unknown 
cause resulting in heart injury 

theumatic heart disease: permanent dam- 
age of heart valves (usually mitral or 
aortic ones) as result of rheumatic fever 
in past 


rheumatoid arthritis: disease of joints, 
usually polyarticular, marked by in- 
flammatory changes in synovial mem- 
branes and articular Structures, and by 
atrophy and rarefaction of bones 


rickets: deficiency disease of infancy and 
childhood, in which normal process of 
ossification is disturbed, due to lack of 
vitamin D; it is marked by bending 
and distortion of bones under muscular 
action, by formation of nodular en- 
largements on ends and sides of bones, 
by delayed closure of fontanels, pain 
in muscles, sweating of head, and de- 
generation of liver and spleen 

rigidity: tenseness on movement of part 

rods: together with cones, they are re- 
ceptors for optic nerve; they are light- 
perceiving layer of retina, concerned 
with seeing light and motion 

roentgen ray: X ray 

roentgenology: branch of radiology that 
deals with diagnostic and therapeutic 
use of roentgen rays 

rubella: German measles 


S 


sacrum: triangular bone situated dorsad 
and caudad from two ilia, formed of 
five united vertebrae wedged in be- 
tween two innominate bones 

St. Vitus's dance: chorea 

Salk vaccine: vaccine that stimulates pro- 
duction of antibodies in bloodstream 
against all three poliomyelitis viruses; 
this vaccine is made of viruses “killed” 
by addition of formaldehyde (named 
for Dr. Jonas E. Salk) 

sarcoma: any of various malignant tumors 
originating in the connective tissue, 
attacking especially the bones 

scapula: shoulder blade 

schizophrenia: Bleulers term for de- 
mentia praecox 

scissor gait: gait in which one foot is 
passed in front of the other, produc- 
ing cross-legged progression 

sclera: membrane which, with cornea, 
forms external, protective coat of eye 

scleritis: inflammation of sclera 

sclerosis: hardening 

scoliosis: abnormal curvature of vertebral 
column, especially lateral curvature 

scotoma: blind or partially blind area in 
visual field 

semantics: science of meaning of words, 
influence of language on thought, sym- 
bolism 

semi-indirect illumination: type of illu- 
mination in which between 60 percent 
and 90 percent of light is reflected to- 
ward ceiling; it increases quantity of 
illumination received on work areas, 
without objectionable high brightness 
of unit 

senile: concerning old age 

septic: produced by putrefaction 
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sequela: lesion or affection following or 
caused by attack of disease 

siblings: brothers and sisters 

SC, S (sine correction); without correc- 
tion; that is, not wearing eyeglasses 

Snellen chart: chart to measure visual 
acuity 

spasm: sudden, violent, involuntary con- 
traction of muscle or group of muscles 

spasticity: hyper-irritable condition of 
muscle resulting from brain injury 

speech and hearing consultant: teacher 
trained in speech correction and serv- 
ices for hard of hearing; consultant not 
only works with children presenting 
speech and hearing problems, but also 
is available for consultation with class- 
room teachers, parents, physicians, or 
anyone responsible for welfare of such 
children 

spherical lens: segment of sphere refract- 
ing rays of light equally in all meridians 

spina bifida: congenital cleft of vertebral 
column with meningeal protrusion 

spinal meningitis: inflammation of men- 
inges of spinal cord 

spinal puncture: lumbar puncture; tapping 
of spinal membranes in lumbar region, 
usually between third and fourth ]um- 
bar vetebrae 

splint: rigid or flexible appliance for fixa- 
tion of displaced or movable parts 

Sprengel's deformity: one shoulder blade 
or scapula is abnormally small, ele- 
vated with respect of the level of the 
other shoulder blade, and displaced 
slightly forward in its upper part 

statutory: concerning law enacted by legis- 
lative body 

stenosis: narrowing or stricture of duct or 
canal 

sternum: breast bone : 

Still’s disease: inflammatory arthritis 

severely involving multiple joints: per- 
manent damage and deformity occur 

strabismus: squint; failure of two eyes to 
direct their gaze at same object because 
of muscle imbalance 

stuttering: a hesitation in speech due to an 
inability to enunciate the syllables 
without repeated efforts 

subluxation: incomplete or partial dis- 
location 

supination: 
ward 


sweep-ch 


turning of palm of hand up- 


eck: screening method for de- 
tecting child with hearing loss, in con- 
trast to child with normal hearing 


Sydenham’s chorea: chorea minor 
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sympathetic ophthalmia: inflammation of 
one eye due to infection in other eye 
(usually traumatic iridocyclitis from 
perforating injury) > 

syndactylism: webbed fingers or toes; 
common; union between sometimes 
extends to tip ends 


syndrome: a pattern of symptoms in a 
disease or the like; a number of charac- 
teristic symptoms occurring together 

synechia: adhesion (usually of iris to 
cornea or lens) 

syphilis; congenital deformity of bones 
and joints: paralysis, stunted growth; 
often mentally deficient; some heredi- 
tary quality 


P 


talipes: clubfoot; deformity of foot in 
Which it is twisted out of shape or 
position 

Talking Book: phonograph record made 
from text read aloud; it can be played 
to a class or an individual and is 
usually for entertainment or instruc- 
tion of blind or partially seeing persons 


tarsus: framework of connective tissue 
which gives shape to eyelid 


Taylor brace: steel back brace for support 
in cases of tuberculosis of the spine 


telescopic Blasses: spectacles founded on 
Principles of telescope; Occasionally 
prescribed for improving very poor 
vision which cannot be helped by 
ordinary glasses 

tetraplegia (quadriplegia): paralysis of all 
four limbs 

therapeutic: concerning treatment 


therapist: person Skilled in treatment of 

disease 
therapy: attempt to cure or treat 
thorax: chest 


heart, formed by coagulation of blood 
d remaining at point of formation 

thyroid: large ductless gland in front of 
and on either side of trachea, con- 
taining thyroxin (organic iodine com- 
pound) 


tibia: inner and larger bone of leg below 
knee 


tic: currenty, psychoneurosis marked by 
quick, sudden spasms that are identical 
with movements of volitional intent; 
formerly, any spasmodic movement 
9r twitching (as of face) 


tinnitus: ringing or buzzing in the ear; 
subjective noise generated some- 
where wihin individual's own hearing 
mechanism, as after riding in airplane 

tonic: characteristic of muscle tone or 
tension 

tonometer: 
tension 

torticollis: wryneck; contracted State of 
cervical muscles, producing twisting of 
neck and unnatural position of head 

trachoma: chronic form of infectious con- 
junctivitis, which may also seriously 
affect other parts of eye 

traction: act of drawing or pulling 

transistor: pea-sized bit of germanium, 
à semi-conductor, which can supplant 
the vacuum tube, as in a hearing aid; 
also a mixture of aluminum and an- 
timony, or indium and antimony, et 
cetera 

trauma: injury 

tremor: involuntary trembling or quiver- 
ing 

triplegia: hemiplegia (paralysis of one 
side of body) with paralysis of one 
limb on opposite side 

tuberculosis: infectious disease caused by 
Koch’s bacillus and characterized by 
formation of tubercles in tissues 

tuberculosis of the knee and other joints: 
increase in joint fluid; painful; preven- 
tion of motion is essential; germs lodge 
in growing portion of bone (epiphysis) 
and involve joints 

tuberosity: broad eminence situated on 
a bone 

Tuition Plan: monthly payment by parents 
for education of their children, while 
School receives its fees in full before 
beginning of gach term (founded by 
Rudolf Neuburger in 1938) 

tumor: a swollen Part; a swelling or pro- 
tuberance 


tunnel vision: contraction of visual field 
to such an extent that only central 
Visual acuity remains, thus giving 
affected individual impression of look- 
ing through tunnel 


instrument for measuring 


U 
ulna: inner and larger bone of forearm, 
On side opposite that of thumb 
uniaural: hearing in one ear 
uvea: entire vascular coat of eyeball (iris, 


ciliary body, and choroid) 
uveitis: inflammation of uvea 
M 
ventricle: small cavity 


verbigeration: prolonged and monotonous 
repetition of meaningless words, 
phrases, sounds, or sentences 

vertebra: small bone in spinal column 

vertigo: dizziness 

viable: capable. of living 

visual purple: pigment of outer segment 
of visual rods 

vitreous: transparent, colorless mass of 
soft, gelatinous material filling eyeball 
behind lens 


volt: unit of measurement of electro- 
motive force 
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Ww 

watt: unit of measurement of electric 
lamps 

working plane: plane on which work re- 
quiring eye use is done (such as desk 
top, chalkboard, easel, et cetera) 

wryneck: torticollis; contracted state of 
cervical muscles, producing twisting of 
neck and unnatural position of head 


x 
X ray: roentgen ray 
Z 
zygote: fertilized egg cell 


id 
1 
4 


> 


E 
DLE 


